








A Magazine 
for the 
HOSPITALS 
ep 


UNITED STATES 





AND CANADA 





SPHALS 


THE JOURNAL 
AMERIGAN 


MH @ SiP fF AL 


ASSOCIATION 


SEPTEMBER 1946 


PRECONVENTION ISSUE 


>» Now That S.191 Is Public Law 725 


—ANALYSIS BY WASHINGTON SERVICE BURZAU 


>» Survey of 1945 Operating Costs 


—PREVIEW OF NEW DIRECTORY DATA 


» Hospitals and Medical Practice 


—CLEMMONS-HAYT 


OCT 7 194g 
VOLUME 20 ° NUMBER 9 


(For Complete Contents See Page 3) 








TAT HEAT CONTROL 


VENT-9O-S 
FORMATION OF 


PATENTED 


with 
Seanlan-Morris non-pressure Instrument, Utensil and Bottle Sterilizers 


ty ot te any omg The patented Scanlan-Morris Vent-O-Stat heat the boiling point, the control admits full heat to 
control for non-pressure sterilizers, conserves the sterilizer. As the water starts to boil, some of 
heat and water, prevents the formation of excess the steam passes out to the atmosphere through 
waste steam, and eliminates the necessity for a the air break opening on the water fill fitting, 
vent line to the outside air. heats the thermal element and shuts off the main 


The Vent-O-Stat operates by means of a sensi- supply of heat. A bypass then permits enough 
tive thermal element placed in the water supply heat to pass to keep the water in the sterilizer 
air break fitting, at the back of the sterilizer, at the boiling point without formation of excess 
which controls the heat input according to the waste steam. When so specified the sterilizers 
temperature of the vapor formed within the described below can be equipped with the 
sterilizer. When the water in the sterilizer is below Vent-O-Stat. 


INSTRUMENT STERILIZERS 


The Scanlan-Morris instrument sterilizers illustrated are made in four 
sizes—body and cover of monel or plated copper. The raising and 
lowering mechanism for simultaneously opening cover, elevating and 
lowering instrument trays, and closing cover, is operated by foot pedal. 
An oil check pump makes the lowering of cover and trays noiseless. 
The two larger size sterilizers are provided with one full size tray and 
two half size trays. The two smaller sizes have one full size tray only. 
Tubular steel stands are white enameled with plated brass adjustable 
floor plates. 
UTENSIL STERILIZERS 


The Scanlan-Morris utensil sterilizers illustrated are made in three 
sizes. Construction and finish is similar to that of the instrument sterilizers 
except trays which are full deep size, with guide rollers for easy 


raising and lowering. Electrically heated instrument 


sterilizer. 
When so specified any of these instrument and utensil sterilizers can 

be mounted on wall brackets in place of floor stands, and can be 

equipped with the Vent-O-Stat. 


MILK BOTTLE STERILIZER —MILK PASTEURIZER 
3 Sizes—Steam, Gas or Electric Heated 


The Scanlan-Morris sterilizer shown at the left is an efficient, durable, 
simple type of pasteurizing apparatus that insures the perfect pasteuri- 
zation of milk, and can be used for the sterilization of the milk bottles. 
Made in various sizes and types. When specified, the sterilizer can be 
equipped with Vent-O-Stat heat control for regulating the rate of 
boiling and eliminating excess steam. 


For detailed information on the Vent-O-Stat and on non-pressure steril- 
izers, or high pressure sterilizers, including recessed autoclave and 


water sterilizer installations, mail the coupon below. + 
Steam heoted milk bottle Electrically heated utensil 
sterilizer. sterilizer. 


<A> : 
(THE OHIO CHEMICAL & MFG, C0. ) {x acncemccenarnarmnn 


GENERAL OFFICES: 60 EAST 42nd STREET Send complete information: [[] Scanlan-Morris Vent-O-Stat; 
NEW YORK 17, NEW YORK (J non-pressure instrument and utensil sterilizers; 
SALES OFFICES IN PRINCIPAL CITIES C) high pressure sterilizers, 


In Canada: Oxygen Company of Canada Limited, Montreal and Toronto Name 
Represented Internationally by Airco Export Corporation 
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NEXT 
in your MODERNIZATION PROGRAM 


Weces hospital department is vitally dependent on the 
laundry. Without an ample supply of sterile-clean bed 
linens, towels, operating linens, doctors’ and nurses’ uni- 
forms, ete.,no hospital department can properly function. 
That’s why the laundry department deserves your im- 
mediate attention. 


A modernized laundry will help the entire hospital 
render better service to patients and staff. It will save 
labor ... reduce linen replacements . . . cut laundering costs. 


The laundry—so important to your hospital—deserves 
to be modernized NOW. Write today to have our Laundry 
Advisor eall. 


NURSES’ ROOMS 





® Modern, high-speed 120” 6-Roll > 
SYLON Flatwork Ironer at Hos- 
pital of the Good Samaritan, 
Los Angeles. 


28 Che AMERICAN LAUNDRY MACHINERY COMPANY 


CINCINNATI 12, OHIO 
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M. Burneice Larson, Director 


There’s Peace of Mind in 
a Job You Love 


Square pegs in round holes or round 
pegs in square holes . . . that’s ab- 
surd. But . . . there are square holes 
for square pegs and there are round 
holes for round pegs, and finding 
them is our day-long job. 


—in a Job you Love 


If the job that’s yours today doesn’t 
fill you with pride, if it doesn’t make 
you oblivious to all other things 
while you are working on it, you 
are trudging in a rut and it isn’t 
fair to you nor to those who pay 
your wage and keep. 


You’re a round peg or a square peg 
in a square hole or a round hole, 
and there isn’t peace of mind in a 


job like that. 


There are others who would find 
contentment in the job you hold; 
and there are jobs where you would 
fit... where you would do wonder- 
ful work . . . where you would 
progress as you know you can 
progress. 


That is our task—to provide hos- 
pitals, industry, group clinics, and 
physicians in private practice with 
competent, earnest, dependable per- 
sonnel—and to find positions for 
those in the hospital and medical 
field . . . jobs that they can love. 


Our booth at the meeting of the 
American Hospital Association is No. 
131. We shall be glad to have you call 
if you attend. 


M. BURNEICE LARSON 
Director 
The Medical Bureau 


PALMOLIVE BUILDING 
CHICAGO 11 











HE PASSING OF HAWLEY ARM- 
pnts executive secretary of 
the Pennsylvania Hospital Associa- 
tion, came as a profound shock to 
all of his colleagues and associates. 
Hawley was devoted to the hospi- 
tals of Penn- pgm 
sylvania and | 
the nation. 
We all came 
to love and 
respect him 
through his 
work and his 
loyalty to 
ideals. Most 
times admin- 
istrative of- 
ficers of our state or national asso- 
ciations are taken for granted. It is 
only after their tragic loss that a 
real estimate is made of their con- 
tributions. 

To his family and his friends 
such a loss cannot be measured. 
Yet the contributions which Haw- 
ley made to all hospitals, and par- 
ticularly to the Pennsylvania Hos- 
pital Association, will serve as a 
monument forever to his fine spirit. 

xk kk 

Your response to these monthly 
letters of the president have been 
most gratifying. Your response to 
the appeal for support of S.191 ap- 
pearing in the letters was unques- 
tionably a factor in its passage. 
Something should also be said 
about the tremendous effort made 
by the administrative staff of the 
American Hospital Association in 
helping to secure the passage of 
S.191, which became Public Law 
725 when the measure was signed 
by President Truman. 

But beyond the work of Senators 











Burton and Hill, of George Bug- 
bee and John Hatfield, as the chief 
architects and engineers of the bill, 
beyond the various technical aides 
who have participated in discus- 
sions and in the drafting of the bill, 
my thoughts have turned toward 
the stormy sessions of the House of 
Delegates when the expanded pro- 
gram of the, American Hospital 
Association was debated and finally 
agreed upon. Jim Hamilton was 
president then, and before Jim, 
Basil MacLean. All during this 
period and through the great work 
of my predecessors, Don Smelzer 
and Frank Walter, the planning 
and thinking and analytical work 
necessary to achieve this result was 
being done. 

The passage of this bill is there- 
fore testimony not only to wise and 
effective leadership of your elected 
officers and trustees, and the effec- 
tiveness of administrative person- 
nel, but also to the wisdom of the 
House of Delegates whose members 
caught the vision of an expanded 
and dynamic association of hos- 
pitals. It was possible through a re- 
vitalized organization to make their 
vision of better health for all Amer- 
icans become an alive and growing 
thing. 

The American Hospital Associa- 
tion has moved away from being 
just a trade association of hospital 
superintendents into an association 
of hospitals with a much wider 
basis of support and much deeper 
roots in community activities. Such 
bills as S.1g1 are not dreamed up in 
the minds of one man or pulled out 
of a hat for an occasion. They are 
the result of the thoughtful atten- 
tion of a great many minds inside 
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IN SYSTEMIC DISTURBANCES 
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wound healing. Also avail- * will be furn 
able at no charge — Obesity, patients: 
Geriatrics, Protein, Jaun- 
dice, Diabetes. Write Bauer & 
Black for subjects desired 


‘ie. ting, Controllable Absorption Pattern Lessens 
Possibility of Wound Disruption 


Of systemic disturbances which adversely affect venting incisional hernia. Curity catgut of the proper 
wound healing in surgical patients, anemia has the size and degree of chromicization assures adequate 
least clear-cut role. It almost always is accompanied functional holding power until tissue strength is suffi- 
by other conditions known to delay fibroplasia: mal- cient to maintain closure unaided. 

nutrition (with depletion of the glycogen storage of 
the liver), hypoproteinemia and avitaminosis. See 
bibliography above. 


In systemic disturbances where wound healing 
progresses more slowly, compatibility with tissues 
and uniformity of behavior are necessary character- 

Anemia should warn of possible wound disruption. istics in a suture. 

Correction of nutritional deficiencies before operation 
is enjoined to lessen the surgical risk. Equally import- 
ant for successful outcome is the choice of the suture. 


Curity catgut sutures give that extra margin of safety. 












ORDER 
SUTURE HAS EXACTING FUNCTION. The control- THROUGH : 
lable absorption rate of Curity catgut aids in pre- YOUR 3 
DEALER : 





Curity Suture Laboratories 


Pe: ees 


Division of The Kendall Company, Chicago 16 


REG. U.S. PAT.OFF. 


- SUTURES 
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and outside government and _ in- 
side and outside hospital adminis- 
tration. 

I do not in this mean to take any 
glory from any one person who may 
have contributed to the passage of 
this legislation, but wish to point 
out to the membership the creative 
job which has been done by every- 
one who has pulled an oar, even if 
that meant no more than writing a 
letter to a congressman. 


ee ee 


Going to Philadelphia to the na- 
tional convention will be going 
home for many of us, not in a phys- 
ical sense, but certainly spiritually. 
Many of the finest minds in medi- 
cine and the most creative spirits in 
hospital administration have done 
their original work in Philadelphia 
or been associated with its activi- 
ties. It is today one of the great 
medical centers of the world, and 
with its five medical schools and 
innumerable fine hospitals will 
continue to maintain its position 
of world leadership in this activity. 

Those who know Philadelphia 





think of it as a conservative and 
settled community. It is best known 
as the City of Brotherly Love, of 
gracious living and unhurried prog- 
ress and development. All this it is, 
yet I perceive in its continuing 
progress, which, it should be added, 
is always backed by the resources 
and will to win, that this commu- 
nity will achieve its destiny as a 
world leader in medical and health 
affairs. The ground hallowed for us 
all which marks the place where 
the Declaration of Independence 
was first read, debated and ac- 
cepted, is matched by ground that 
is hallowed for .those in medicine 
and hospital management. It was 
here that Benjamin Franklin and 
his associates determined upon the 
establishment of the first American 
hospital as distinguished from the 
almshouses of that day. While tens 
of thousands of visitors come to 
Philadelphia every year to see Inde- 
pendence Hall and the Liberty 
Bell, there are also thousands who 
come to be ‘restored in body and 
mind through its great institutions 
of healing which have widened 


their ideal of community service \» 
include the world. Philadelphia 

a cordial and friendly city. It 's 
also a dynamic and inspiring cit’. 
No more appropriate place coul:! 
have been chosen for the first Ameri- 
can Hospital Association Convei:- 
tion following the war. I hope to 
see you all on that occasion. 


xk * 


Plans are now being made for the 
fall campaign of community chests, 
which this year will be limited to 
local appeals. ‘The splendid job that 
the community chests have done in 
obtaining funds for the necessary 
war agencies again demonstrates 
the effectiveness of voluntary effort 
in America. The community chests 
want your hospital’s support. ‘They 
will need it to use in the campaigns 
this year. Begin thinking now about 
how you can help the campaigns as 
they get started this fall. 








FRED HASLAM & CO. WAS FOUNDED IN 1848 for the 


manufacture of surgical and operating instruments for the medical 
profession. 98 years ago. By today's standards, they were perhaps 
crude and cumbersome—yet they were honestly and painstakingly 
hand-forged and hand-finished by its founder Fred Haslam Sr. in his 
little shop in Brooklyn. 
Materials have been perfected and today carbon steel, stainless steel 
and many other light, strong and durable metals are available. Methods 
of manufacture have progressed by leaps and bounds! The science of 
Medicine has progressed far beyond the wildest dreams of the best 
medical minds of 1848! 
Fred Haslam & Co. has kept pace with the progress of a changing 
world, but still cling zealously to the principles and integrity of its 
founder: 

to make good stout instruments of 

honest materials of approved design 

and to sell them at a fair price. 


And so today, after 98 years of craftsmanship, the name HASLAM 
stamped on a surgical instrument is ample assurance that it is GOOD— 
honestly made of honest materials and that it will long serve the useful 
purpose for which it was intended. 


Be sure your surgical instruments are marked HASLAM. 





THE "VANCO" SANITARY SHEET 
APPARATUS 


Modern examination table covering used and endorsed by hospitals, 
surgeons and diagnosticians everywhere. Sturdy steel forging, heavily 
nickel plated, holds a roll of special, strong snow white paper. No 
moving parts to wear out. No more laundry bills or expense for new 
linen. A new white sheet for every patient! As simple in operation as 
pulling down a window shade! To replace sheet, simply tear off and 
pull down a new one! 


gl De Ass ,.HaAsLam ®& Go., INc. 
PULASKI STREET 


G10! "VANCO" (18") complete with roll....$13.50 


GI0!l "VANCO" (24") complete with roll... 


Specify size—steel or wood table 


$16.50 





FINE SURGICAL INSTRUMENTS 
BROOKLYN 6 NEW YORK 
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Size, shape, speed, load, controls, signals, clearances, building code 


requirements . . . these are only a part of elevator layout. Keeping up with all 


the details is no part-time job. 


But in your city there is an office of the Otis Elevator Company established to 


provide this data so that you may avoid unnecessary work and expense. 


There is nothing new about this advisory service. It has been going on 
since Elisha Otis invented the first elevator almost a hundred years ago, since 
“Escalator” became an Otis trade name at the turn of the century. Its results are 
seen in more than half the vertical transportation equipment in the world. 

To Architects, Engineers and owners, “Otis” means prompt cooperation 
based on real experience. For the finest in vertical transportation tomorrow, call 


your Otis representative today. 





* Otis offices in 245 cities have but one interest 


... to provide the best and safest elevator and wy H i fo} 


SY 





escalator transportation possible. OFFICES IN 


ALL PRINCIPAL CITIES: 


4 








SEPTEMBER 1946, VOL. 20 











ppinions 











. - « on Designating a Staff 
Member To Direct a Health 


Program for Student Nurses 








The Question— To direct a health program for student nurses 
do you find it more practicable to designate a member of the 
attending staff or a senior member of the resident staff? 


SENIOR RESIDENT IS DESIRABLE 


At MernHopist Hospitat_ in 
Houston, Texas, we feel that the 
greatest emphasis must be placed 
on health for our student nurses, 
who are stepping eagerly forward 
in their education for the magni- 
ficent field of nursing and in their 
daily training in serving humanity. 
Greater demands are being made 
on the unselfish and untiring efforts 
of the student and the graduate 
nurse and, with the expanded edu- 
cational program of the schools of 
nursing, good health is essential not 
only for the student’s education but 
for success in that career. 


There are three persons by whom 
a health program for student nurses 
may be directed: 


1. A paid, well qualified medical 
director. Ordinarily most nurs- 
ing schools do not feel that 
they have finances with which 
to pay a director and there- 
fore, very few schools have a 
paid medical director. 


2. A volunteer or designated 
member of the staff. We have 
found that this method is in 
most instances unsatisfactory, 
as the physicians are unable 
to allocate sufficient time and 
cannot be depended on to be 
present at designated hours. 


3. A senior resident. We have 
found that the use of a senior 
resident is the most desirable 
method and that the special- 
ists on the medical staff are 
willing and anxious to serve 
in their special fields. There- 
fore, if an examination is 
made on a student and the 


resident feels that the student 
needs consultation, the doctor 
on the service at that time is 
always happy to render his 
services. 

The following is our health pro- 
gram for students: 

Before the student is admitted to 
the school of nursing she receives 
a complete physical examination 
which includes x-ray of chest, com- 
plete blood count, and ear, nose 
and throat, eye and orthopedic 
examinations by a specialist. 

All immunizations for small pox, 
typhoid and diphtheria are brought 
up to date (and kept up to date 
while in the school). Mantoux test 
for tuberculosis is also made. 

An annual physical examination 
is made that includes: x-ray of 
chest, complete blood count, urin- 
alysis and any other tests indicated. 

Once a month weights are 
checked and if the student’s weight 
shows variation examinations are 
made immediately, reasons for 
change are determined and treat- 
ments begun. 

There must be a graduate nurse 
assigned, either part time or full- 
time, depending on the size of 
school, to see that any health pro- 
gram for student nurses is carried 
out. 

There is no program too rigid 
in guarding the health of the stu- 
dent nurse. The sick await the 
skilled hand of a capable and effi- 
cient nurse—and those qualities de- 
pend on good health.—Mrs. Josie M. 
Roberts, superintendent, The Meth- 
odist Hospital, Inc., Houston, 
Texas. 


CHOICE OF RESIDENT 
MIGHT AFFECT MORALE 


AT THE BROOKLYN HospITAL we 
find it much more practicable to 
designate members of the attending 
staff to conduct our health program 
for student nurses as well as for 
all employees of the hospital. Th« 
medical board feels it is not faii 
to expect resident physicians to 
give up the time that would bx 
necessary to devote to a well] con- 
ducted health clinic for employees. 
In addition, the singling out ol 
two or three residents who might 
derive some additional income 
from such service does not make 
for high morale among the other 
members of the resident staff. 

Our health clinic is open every 
morning from g A.M. to 12 noon. 
Two visiting staff physicians, ap- 
pointed by the director, are in at- 
tendance each morning. One of the 
assistant directors of nursing service 
is assigned to take charge of the 
clinic. Student nurses are usually 
seen first by the physicians, and 
other employees later in the morn- 
ing. The physicians are paid at the 
rate of $100 per month. For the 
most part, the physicians appointed 
to take care of this employee health 
service are recent graduates of the 
hospital who have usually com- 
pleted at least two years of intern- 
ship and a one year residency in 
medicine. As these physicians be- 
come more involved with their out- 
side practices younger men or 
women are appointed to take their 
places.—James Russell Clark, di- 
rector, The Brooklyn Hospital, 
Brooklyn, N. Y. 


BASIS IS EXPERIENCE 
AND HIGH STANDARDS 


WE APPROACH the question of a 
health program for student nurses 
not only as a part of our responsi- 
bility for the health of all of our 
personnel, but particularly in the 
instance of the nursing group as 
one deserving of primary considera- 
tion in view of the hazards to which 
this group is exposed. In enrolling 
with us for several years they be- 
come a part of our family and de- 
serving of our most serious thought. 
In the light of this responsibility 
we believe that their health should 
be the concern ot those members of 
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A New Standard of Performance 


UNSTERILE FIELD in Surge BE, x 


The AMERICAN” postwar 


_ Laminar 


(MODEL DMCA) 


Complete intensity and directional control can 
be readily maintained by the circulating nurse 
or anesthetist from the Head End of the operat- 
ing table . . . outside the sterile surgical area. 
This excellent point of vantage insures accuracy 
as well as speed in making the changes in posi- 
tion called for by the surgeon before or during 
the operation. All interference with the surgical 
team is avoided. 


NOTE DUAL CONTROL FEATURE which permits 
full manipulative direction of true horizontal 
light-beam approaches . . , an exclusive advan- 
tage made possible by a unique combination 
track and offset mounting. Height adjustment 
over the operative site, and complete flexibility 
of illumination from any desired angle in both 
vertical and horizontal planes can now be quickly 
and accurately attained. 


Only “American”? Luminaires provide 
these additional combined advantages— 


® Choice of light intensities before and 
during operation. 


@ Unsurpassed shadow reduction. 
@ Diagnostic color control. 


@ Scientific heat control. Note convenience and sim- 
plicity of cleaning and main- 
tenance operation 


WRITE TODAY for descriptive literature 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


le aeerre AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS ak 
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our staff who by opportunity and 
experience are most competent to 
ineet the students’ health needs. 

In our own specific situation, the 
Beth Israel Hospital is favored by 
the fact that we are a university 
hospital employing fulltime physi- 
cians around whom we have built 
an employee’s health service, which, 
in turn, is divided into programs 
for our professional and non-pro- 
fessional personnel. 

This includes facilities for com- 
plete preemployment examination, 
and embodies physical examina- 
tions including x-rays, serology, 
urinanalysis and immunization pro- 
cedures, and clinical facilities are 
established which make it con- 
veniently possible for the student 
nursing group in need of medical 
attention of an ambulatory type, to 
see the person assigned to meet this 
responsibility at a definitely estab- 
lished daily hour. Provision is also 
made for caring for them in the 
event of accident, injury, or needed 
hospitalization for any form of ill- 
ness. Measures for the prevention of 
disease receive the serious recogni- 
tion which this deserves. 

The carrying out of the above 
program should be vested in the 
most competent of hands, whether 
the service be rendered by a full- 
time member of the staff or by other 
qualified clinicians. If and when 
this is impossible or inconvenient 
it may be delegated to the resident, 
who will undoubtedly have already 
enjoyed the advantages of an in- 
ternship and an assistant residency. 

The question posed includes the 
word “practicable.” Qualified ex- 
perience and high standards should 
be the index when at all possible, 
and not practicability, although it 
is not intended to pass lightly over 
the fine ability and. frequent bril- 
liancy found in residents who apply 
themselves earnestly to the meeting 
of their tasks. It may be frequently 
easier to assign a member of the 
house staff. It: is important, how- 
ever, to ever bear in mind that 





H.W.BAKER [LINEN Co. 


OLDEST AND LARGEST ORGANI- 
ZATION OF ITS KIND IN THE U.S. 


Established 1892 


whoever is to do it should do it 
thoroughly and well, with full reali- 
zation of the seriousness of the re- 


sponsibility imposed.—Charles F. 
Wilinsky, M.D., executive director, 
Beth Israel Hospital, Boston. 


RESIDENT CONSULTING 
PLAN PROVES SUCCESS 


A MEMBER Of the resident staff is 
primarily responsible for the health 
program for student nurses at the 
Samuel Merritt Hospital. The pro- 
cedure is as follows: The students 
report all illnesses to the registered 
nurse in charge of the student 
health program or, in her absence, 
to the supervising nurse in charge of 
the nursing service throughout the 
hospital. She arranges for the stu- 
dent to be seen by the resident on 
the medical service. 


If after examination he feels a 
consultation is advisable, he notifies 
the chief of the medical service of 
the regular staff. Should the illness 
fall into one of the specialty fields, 
such as surgery, orthopedics or 
gynecology, the chief of that service 
sees the student, but only after ex- 
amination by the chief of the med- 
ical service. 


The resident on the medical serv- 
ice may order laboratory work, 
X-ray examination or hospitaliza- 
tion, as indicated, pending consul- 
tation by a member of the regular 
staff. 


We find this procedure most prac- 
ticable. Inasmuch as our resident 
doctors have usually had one pre- 
vious service before coming to Mer- 
ritt Hospital, we believe they are 
entirely capable of carrying this re- 
sponsibility. Further, it gives the 
student the advantage of consulta- 
tion by the chief of the medical 
service, as well as those heading the 
various special departments. By 
having the resident see the student 
first, it conserves the time of the 
staff doctors. 


Minor ailments, such as colds, 
simple skin rashes and the like are 
not referred to the staff doctor but 
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are treated by the resident. He also 
does the routine annual physical x- 
aminations on all student nurses.— 
Ellard L. Slack, Administrator, T/1¢ 
Samuel Merritt Hospital, Oakland, 
Calif. 





















ROTATE THE MEMBERS 
OF ATTENDING STAFF? 


THis QuEsTION has many “ils” 
and “ands” that have to be predi- 
cated on the individual situation. 
In this I have had experience in all 
categories. 

I believe I can say that from all 
points of consideration that the des- 
ignation — perhaps by rotation — of 
attending staff members as_physi- 
cians to the student nurse body is 
the most desirable and gives a 
greater sense of security as well as 
the feeling that the utmost in con- 
sideration and quality of medical 
care is being provided, as compared 
with a senior intern or senior resi- 
dent of the resident staff. 

Accordingly, in the larger hospi- 
tals where there are sufficient num- 
ber of residents and where there are 
one or more senior residents, this 
responsibility could well be dele- 
gated to the senior medical resident. 
I do not believe it desirable at any 
time to place the responsibility up- 
on an intern, regardless .of his 
ability. 

Our particular hospital, both by 
approval of the staff and of the 
managing board, makes it a respon- 
sibility of the attending staff to 
supervise and direct the health pro- 


gram. 

My experience over several years 
with the above program has cer- 
tainly indicated that it is being 
operated with a minimum of diffi- 
culties. Based upon experience, my 
recommendation would be for des- 
ignation by the chief of staff of a 
member of the attending staff—if so 
desired, in rotation—as being re- 
sponsible for the student nurse 
health program.—Robert B. Witham, 
administrator, Lincoln General 
Hospital, Lincoln, Neb. 











































































































Never anything like this 
Fold-Away Table-Tray! 
Ideal for bed tray, refresh- 
ments, reading, child’s 
play table, games, pic- 
nics. A boon to invalids. 
23%x14%, beautiful colors. Send for FREE folder. 
MEYER CO.» BOX HH + 705 CHESTNUT ST.« ST. LOUIS 1. MO. 
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A NEW NAME IN TEXTILES 


gE 


A new name today... A great name tomorrow! name SIMTEX MILLS will identify the organization as a 
As time marches on, the new trade-mark illustrated above Division of the Simmons Company. 
will symbolize for you a variety of textile products made SIMTEX products—Tablecloths, Napkins, Damasks, 
right in America—designed to merit your continued good- Flannelettes, Decorative and Furniture Fabrics, Mattress 
will and maintain the friendly patronage accorded their Tickings, Bedspreads, Work and Sport Shirts—will be 
predecessor, Rosemary. actively publicized and promoted through trade and con- 
Effective as of September Ist, all Rosemary products will sumer channels as rapidly as manufacturing facilities make 
be known and trade-marked as ‘‘SIMTEX,”’ and at the same it possible to supply them in substantial quantities. 
time the name of Rosemary. Sales becomes ‘‘SIMTEX 
MILLS."’ ~ A” 
This new name, “‘SIMTEX,"’ was chosen in order to » I M T E X M | L L S 
combine all merchandise distributed by SIMTEX MILLS (Formerly Rosemary Sales) 
under a single designation for better coordination of sales, DIVISION OF SIMMONS COMPANY 


promotional and marketing activities. In addition, the 40 Worth Street, New York 13, N. Y. 
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Dow's... for 


HOSPITAL TRUSTEES 


about to embark on a 
building program 


1. DON’T attempt to plan a hospi- 
tal from a myriad of ideas gathered 
from the conflicting advice and ir- 
reconcilable views of amateur coun- 
sellors, and from the diversified 
ideas of medical staff, board mem- 
bers and personnel without the aid 
of an experienced consultant who 
is capable of coordinating such in- 
formation and who has the ability 
to sift the practical from the im- 
practical. The result will then be a 
finished institution that will meet 
the peculiar local problems in a 
manner best calculated to conserve 
initial expenditure and permit effi- 
cient and economical operation. 


2. DON’T select your architect, en- 
gineers, or building contractors 
solely because of social or fraternal 
relationship, proficiency in golf, or 
general good-fellowship. It is essen- 
tial that these aids be well qualified 
by previous experience in this highly 
specialized work, that they have at- 
tained some degree of standing in 
the community, and, in the case of 
contractors, that they be financially 
reliable. 

3. DON’T wait to start your hospi- 
tal expansion program until every 
other hospital in your own and ad- 
joining communities have begun 
theirs and started their fund-raising 
campaign. It is short-sighted and in- 
dicates poor business management. 
If you would like to find out how 
our organization can help you, we 
' suggest you write us. 


Charles Edward Remy, M.D., Director 
Fellow American Psychiatric Association 
Charter Fellow American College of 
Hospital Administrators 


Floyd A. Blashfield, Associate Director 
Member American Association 
of Engineers 


Hospital 
(esteem 


(Not Incorporated) 
OFFICE OF WILLIAM HENRY WALSH, M.D. 


612 N. Michigan Ave. 
Chicago 11, Ill. 


Service From 


Formula Room 
Questionnaire 


Approximately 150 question- 
naires on the subject of infant for- 
mula room facilities and techniques 
were mailed from headquarters to 
a selected group of hospitals dur- 
ing the month. 

Purposes of the questionnaire, 
according to Margaret Gillam, die- 
tary consultant of the Association, 
are to survey procedures currently 
employed in formula rooms and to 
discover contemplated new room 
facilities. ‘Those answering the 
questionnaire were asked to submit 
a sketch of their present formula 
room, showing equipment arrange- 
ment. Institutions planning to 
make formula room changes were 
asked to include remodeling ideas. 

From the results of the survey, 
suggested techniques and _proce- 
dures for infant formula rooms will 
be compiled and a layout drawn for 
consideration of the membership. 


About the 1945 


Hospital Review 


To provide counsel in connec- 
tion with the establishment and 
construction of hospitals, the Asso- 
ciation last fall published as the 
first volume of its convention-by- 
mail, “The Individual Hospital.” 
As Volume I of the 1945 Hospital 
Review, the book was distributed 
to the institutional membership of 
the Association. 

Approximately 3,000 copies were 
printed in excess of the require- 
ments of the membership mailing. 


eadquarters 


These copies were made available 
for sale at $1.25 each, and in addi- 
tion have been loaned by the Bacon 
Library on request from a large 
number of individuals connected 
with community hospital projects. 


The substantial demand for this 
book is illustrated by the fact that 
now the entire first printing has 
been exhausted .and continuing in- 
quiries have prompted a reprint- 
ing, which is now available. 

First of the four major sections 
is “Measuring the Community for 
a Hospital.” This section describes 
at length the various factors that 
must be weighed in deciding the 
size and nature of the proposed 
building. It deals further with the 
preliminary steps building commit- 
tees must take in approaching prob- 
lems that arise prior to the plan- 
ning of actual room-by-room design 
by the architect. 

Discussed in the second and third 
sections are the various factors the 
organization committee must weigh 
in creating the geverning board 
and establishing the medical staff. 

Warren P. Morrill, M.D., re- 
search director of the Association, 
who prepared the text in the fourth 
section, has described many of 
the factors with which the build- 
ing committee and administrator 
should be familiar as they work 
with their architect. This section, 
called “Administrative Aspects of 
Hospital Planning” has within the 
last two months been made avail- 
able separately in reprint form. 

Many hospitals have purchased 
copies of reprints of “The Indi- 
vidual Hospital” for their boards of 








MEDICAL RECORDS: Dallas, Texas 


administrators. Registrants must be 


18 East Division St., Chicago 10. 


A CALENDAR OF ASSOCIATION INSTITUTES 


A calendar of forthcoming Association institutes including dates, places and 
eligibility rules follows. Each institute is limited in attendance and persons 
completing each institute will be awarded a certificate. 


Eligible: Medical record librarians, other persons working in medical record departments and 

A L. members, or personal members of the American 
Hospital Association or be employed by hospitals having institutional membership in the Asso 
ciation. For information address: Council on Professional Practice, American Hospital Association, 


December 2-6 
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Unexcelled Duality 


Through the years, discriminating surgeons have justified 
their confidence in instruments bearing the Kny-Scheerer 
trademark. By long experience they have come to regard 
this hallmark to be as indicative of superior quality as 
“STERLING” on silver. This symbol proclaims the integrity 
of the manufacturer . . . it identifies instruments of cor- 
rect technical design, micrometric accuracy and functional 


dependability. 


Kny-Scheerer instruments are built up to a quality .. . not 
down to a price. Carefully selected metals and advanced. 
production methods contribute to long periods of instru- 
ment life and satisfactory performance . . . equal in every 
respect to the finest instruments formerly imported. Today 
—as in years past—surgeons demand the unexcelled qualities 


K-S instruments afford. 


Available through responsible dealers everywhere 


KNY-SCHEERER CORPORATION 
21-09 Borden Ave. Long Island City 1, N. Y. 





trustees and various executives. 
Sales of reprints of the first three 
sections are as follows: Measuring 
the Community for a Hospital, 
3,201; Organization of the Medical 
Staff, 2,359; and The Governing 
Board of the Hospital, 3,337. Pen- 
sion Plans for Employees, reprinted 
from Book II of the Hospital Re- 
view—“Future of the American 
Hospital System’’—has had sales to- 
taling 1,152 copies. 

Typical of the gratifying response 


given the Review is the following 
note received at headquarters: “I 
have found the . . . 1945 ‘Hospital 
Reviews’ which we have received 
very helpful indeed. We are in the 
midst of a building fund campaign 
and the data on hospital construc- 
tion . . . is particularly pertinent. 
The value of these reviews to us is 
in excess of our membership dues 
for a number of years. We would 
be glad if a word of appreciation 
could be passed on to the authors.” 





Hospital facilities in Kalamazoo, Michigan, have been 
inadequate to meet the demands for hospital care. To 
correct this critical situation, Bronson Methodist Hos- 
pital began some time ago to plan for an expansion 
fund campaign. 

At first, the hospital determined upon $500,000 as 
the maximum amount it could hope to raise, knowing 
full well that this was not enough to do the job. Then, 
wisely, it decided to tell the public how much was 
actually required—$800,000—and let the public de- 


termine if it could be raised. 
Ketchum, Inc. was engaged to direct the campaign, 


OPERATION “LIFELINE” 


tHe UUM 


which was developed a- 
round the theme that the 
hospital is the lifeline of 
the community. With a 
goal of $800,000, it be- 
came apparent during the 
campaign that increased 


building costs would make it necessary to have available 
even more. The public was told this, too. 

The result? A total of $1,066,909 has been subscribed 
to date to extend and strengthen the lifeline of Kala- 
mazoo. The local paper said: “Most stupendous money- 
raising venture ever undertaken in Kalamazoo.” 


KETCHUM, INCORPORATED 


INSTITUTIONAL FINANCE 


CAMPAIGN DIRECTION 


KOPPERS BUILDING, PITTSBURGH 19, Pa. 


Cartton G. KetcHum 


President 


McCiean Work 


Vice President 


Norman MacLeop 
Executive Vice President 


Frank L. Scorrt, Jr. 
Vice President 


Member American Association of Fund Raising Counsel 


As additional aids to boards of 
trustees, building committees ard 
administrators confronted with tiie 
intricate and demanding task of 
deciding how their new hospital 
should be built, the Association 
makes available two reprints from 
Hospirats. These are “The Hospi- 
tal, a Line Assembly for Medical 
Care,” reprinted from the July 1943 
issue, and “Elements of the General 
Hospital,” reprinted from the May 
1946 issue. Both contain recom- 
mended departmental layouts 
planned by Marshall Shaffer, chief 
architect, Hospital Facilities Sec- 
tion, United States Public Health 
Service. 

Specific questions in connection 
with the creation of new hospital 
plants may be addressed to the sec- 
retary of the Council on Hospital 
Planning and Plant Operation. 
The roster of hospital architects 
approved by this Association and a 
collection of data sheets showing 
the background of various hospital 
consultants also are available 
through the council. 


Speaks Before 
Hospital Groups 


At the meeting of the Maine 
Hospital Association, Belgrade 
Lakes, June 21-22, Dr. Morrill 
spoke on “The Responsibilities of 
the Governing Board.” At one time 
superintendent of Maine General 
Hospital in Portland, Dr. Morrill 
was one of the organizers and first 
president of the Maine Hospital 
Association in 1929. 

The Association’s research di- 
rector took part also in the meeting 
of the Nova Scotia Hospital Asso- 
ciation at Digby, June 25-27, deliv- 
ering an address on “Organization 
of the Medical Staff.” 


Hospital Itinerary 


Aids Government 


The headquarters staff recently 
completed an itinerary for the State 
Department to accommodate 4a 
South African commission coming 
to this country in the fall to make 
a study of hospitalization on a na- 
tionwide scale. The itinerary in- 
cludes principal points of interest 
in each locale and institution cov- 
ered, 
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\)\7 HEN PRESIDENT TRUMAN sign- 
ed the Hospital Survey and 


Construction Act on August 13, fed- 
eral participation in a $1,125,000,- 
000 five year hospital construction 
program was authorized. Public 
Law 725 of the 79th Congress per- 
mits the federal government to pay 
one-third of the cost of building 
and equipping hospitals which are 
part of an approved state plan. 

Federal shares will total $375,- 
000,000 at the rate of $75,000,000 
for each of five years. States, coun- 
ties, municipalities, other political 
subdivisions and nonprofit organ- 
izations sponsoring the approved 
construction will contribute $750,- 
000,000—two-thirds of the estimat- 
ed costs. 

An additional federal appropria- 
tion of $3,000,000 was authorized 
to assist states in first making sur- 
veys of existing facilities and needs 
and then evolving a building pro- 
gram meeting approval under a na- 
tional plan. This amount likewise 
represents one-third of what the 
survey and planning work might 
cost. Allocation of funds to get the 


eee 


Mr. \Vhitehall is director of the Ameri- 
can Hospital Association Washington Serv- 
ce Bereau. Mr. Johnson is editorial rep- 
Tesentative of Hosprrats in Washington. 
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PUTTING S. 191 TO WORK 
AS PUBLIC LAW 725 


ALBERT V. WHITEHALL 


AND 


BREMEN |. JOHNSON 


surveys underway and administra- 
tive expenses for the surgeon gen- 
eral will be decided later. Survey 
funds will be apportioned to states 
according to population, construc- 
tion funds to states according to a 
formula based on the factors of 
population and per capita income. 

The measure is especially signifi- 
cant because Congress has approved 
variable grants to states. The prin- 
ciple of variable grants was re- 
jected by the legislators when con- 
sidering amendments to the Social 
Security Law. It is a departure also 
in that the federal government is 
contributing in time of peace to the 
cost of building hospitals which it 
will not operate. 

While the Hill-Burton bill fun- 
damentals did not face serious op- 
position at any time during its 
slowly moving course through Con- 
gress, lack of action along the way 
often dimmed the chances of pas- 
sage during this session. 


It was on January 10, 1945 that 
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Alabama’s Sen. Lister Hill and 
Ohio’s then-Sen. Harold Burton in- 
troduced the measure, S. 191, on 
the Senate floor from where it was 
referred to the Committee on Edu- 
cation and Labor. Not until Oc- 
tober 30 of that year was it report- 
ed with its first amendment. De- 
cember 11, after further amending, 
the Senate passed the bill. The fol- 
lowing day the act was referred to 
the House of Representatives where 
the Interstate and Foreign Com- 
merce Committee’s Subcommittee 
on Public Health started hearings 
March 7 of this year. July 13 it was 
reported to the House. 

The House version produced sev- 
eral significant amendments, and it 
was this version that was accepted 
as the final form. First, the com- 
position of the Federal Hospital 
Council was amended to include 
eight members, four of whom are 
to be technical members, including 
three authorities in hospital opera- 
tion, and four to represent the con- 
sumers of hospital service. The sur- 
vey budget was reduced from $5,- 
000,000 to $3,000,000 with federal 
participation also reduced, from 50 
to 3314 per cent. Rights of a court 
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PRELIMINARY FUND ALLOCATIONS 


Preliminary distribution by states and territories authorized by Public 
Law 725 of the 79th Congress for (1) hospital and health peg survey 
a 


and planning and (2) facility construction.* The final draft of the law puts 
federal participation in construction projects at a flat 33!/3 per cent for 
all states but the total allotment to a state is still variable. Low income 
states will receive proportionately greater per capita funds than wealthier 
states on a weighted formula which takes into consideration population 


ment but must also put up mor 


and per capita income. 


Survey Const. Per 

and (Annual Capita 

State Planning Allotment) (Const.) 
Alabama 62,422 2,889,000 1.02 
Alaska 10,000 40,000.51 
Arizona 13,482 452,000 .73 
Arkansas 39,294 1,968,000 1.10 
California 185,820 1,958,000 .23 
Colorado 24,279 657,000 «59 
Connecticut 40,474 422,000 .28 
Delaware 10,000 87,000  .30 
D. of C. 19,145 298,000 .34 
Florida 47,141 1,462,000  .68 
Georgia 68,735 2,979,000 .95 
Hawaii 10,119 237,000 51 
Idaho 10,531 293,000 .61 
Illinois 172,752 2,771,000 .35 
Indiana 77,526 1,728,000 .49 
lowa 51,182 1,342,000 .58 
Kansas 37,908 934,000 .64 
Kentucky 57,672 2,590,000 .77 
Louisiana 53,631 2,157,000 .88 
Maine 17,671 455,000 .56 
Maryland 46,167 871,000 .5I 
Massachusetts 93,515 1,595,000  .37 
Michigan 124,372 2,172,000 .38 
Minnesota 56,876 1,656,000 .62 
Mississippi 45,548 2,404,000 1.58 
Missouri 79,679 2,282,000 .63 
Montana 10,355 232,000 .49 


merce, 





FEDERAL ALLOTMENTS 


*Final distribution is contingent on certification of public figures by the Department of Com- 


Survey Const. Per 
and (Annual Capita 
State Planning Allotment) (Const.) 
Nebraska 26,461 685,000 .68 
Nevada 10,000 50,000 .34 
New Hampshire 10,207 342,000 .73 


New Jersey 93,928 1,314,000  .33 
New Mexico 11,210 457,000 .89 
New York 282,492 2,945,000 .29 
North Carolina 76,287 3,433,000 .99 
North Dakota 11,889 308,000  .57 


Ohio 156,144 2,693,000 .38 
Oklahoma 44,427 1,640,000 81 
Oregon 27,317 461,000 .37 


Pennsylvania 209,243 4,552,000  .48 
Puerto Rico 46,049 2,431,000 1.58 
Rhode Island 15,989 280,000  .38 
South Carolina 41,123 1,977,000 1.05 
South Dakota 12,066 360,000 .65 
Tennessee 64,812 2,673,000 .91 


Texas 145,051 4,842,000  .73 
Utah 13,541 365,000 .59 
Vermont 10,000 215,000 .66 
Virginia 64,310 2,210,000 .75 


Washington 44,722 512,000 51 
West Virginia 39,294 1,556,000 .87 
Wisconsin 67,142 1,623,000  .53 
Wyoming 10,000 145,000 .59 


TOTAL 3,000,000 75,000,000 








review were limited to states only 
and provisions for advancing a 
state’s share of construction funds 
for survey purposes were eliminat- 
ed. Finally, the clause which would 
have permitted hospitals in a low 
income state to have as much as 75 
per cent of the building costs paid 
by the federal government—the var- 
iable figure being from 3314 to 75 
per cent—was eliminated. The final 
draft fixes federal participation in 
construction projects at a flat 3314 
per cent for all states but the total 
allotment to a state is still on a 


variable scale. Low income states 
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will receive proportionately greater 
per capita funds than wealthier 
states on a weighted formula in- 
volving population and per capita 
income. 

Tentative figures show that in 
Mississippi, where the per capita 
allotment is $1.58, the state must 
match with an average per capita 
payment of $2.30. In California the 
per capita allotment is 23 cents and 
the state must match with 46 cents. 
Low income states, which theoret- 
ically need more health facilities 
construction, will get more per 
capita aid from the federal govern- 





money itself. Some states will likel\ 
build more facilities than the pro- 
gram can finance, then that con 
struction in excess of the budge: 
will be financed entirely by th: 
sponsors’ own resources. 

On July 26, under a suspensio: 
of rules, a legislative procedure pro 
hibiting floor amendments and « 
manding a two-thirds majority, th: 
House passed the bill by a 138 to 2 
vote. 


A confetence to resolve the varia 
tions in the Senate and House vei 
sions recommended on July gg that 
the federal contributions be set at 
40 per cent. The next day, facing a 
threatened filibuster on the confer- 
ence agreement, Rep. A. L. Bul- 
winkle of North Carolina, succeed- 
ed in having the bill recommitted 
to conference and on July 31 Sen- 
ator Hill, co-author of the bill, per- 
suaded the Senate to accept the 
House version. The Senate passed 
the bill without objection and 
without a record vote that day. 

Emphasis for the survey and con- 
struction program now is returned 
to the individual states where en- 
abling legislation must be passed to 
permit the acceptance of federal 
funds and to set up a single ad- 
ministrative-fiscal agency to carry 
out the provisions of the new law 
calling for a survey and planning 
program. 

In nine states, as of the latest 
USPHS report of October 4, 1945, 
enabling legislation covering both 
survey and construction has been 
passed. Those states are Alabama, 
Florida, Maine, North Carolina, 
Oklahoma, Oregon, Texas, Utah 
and West Virginia. The nine states 
providing for surveys only are Ari- 
zona, Delaware, Illinois, Indiana, 
New Mexico, Rhode Island, Ver- 
mont, Virginia and Washington. 

Because of the final form in 
which the Survey and Construction 
Act was passed, many of the pres- 
ent state enabling laws are inade- 
quate. In those instances amend- 
ments will have to be made. The 
law contains specifications for the 
composition of the advisory coun- 
cil, use of the federal funds and 
rather detailed administrative pro- 
cedures. Most of the present state 
laws are deficient in one or more 
of these details. 
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Representatives of the American 
Hospital Association, Council of 
State Governments, Federal Secur- 
ity Agency and Department of 
Justice are now developing a model 
enabling act covering both the sur- 
vey and construction phases of the 
program and this will be forwarded 
to states for consideration by their 
legislators. State acts must establish 
regulations for compliance with 
minimum federal requirements for 
state participation in a _ federal 
erants-in-aid program. 

Before a state may expect to ob- 
tain funds for surveying and plan- 
ning purposes, it must have an ap- 
plication approved by the surgeon 
general. He is required to approve 
any application which provides 
for: 

1. The designation of a single 
administrative agency to conduct 
the survey and planning, and make 
required reports. 

2. The designation of a state ad- 
visory council, made up of mem- 
bers conversant with needs for hos- 
pital services, to consult with and 
advise the state administrative 
agency. 

3. Making an inventory and sur- 
vey of existing and needed hospi- 
tals and related facilities and for 
developing a state plan for con- 
struction. 

The Commission on Hospital 
Care under the direction of Dr. A. 
C. Bachmeyer has been sponsoring 
independent _ state-wide _ surveys. 
When completed these may be ac- 
ceptable as the basis for the state 
plan. Dr. Bachmeyer reports that 
surveys are underway in 40 states; 
seven states are organizing surveys 
and only one state—Missouri—has 
as yet taken no action. It is expect- 
ed that surveys will be completed 
in at least 11 states by October 1. 
(See news section for further de- 
tails.) 

Surgeon General Thomas Par- 
ran, upon whom the administra- 
tion of the act will fall, presents 
figures to demonstrate the great 
need for new and replacement 
facilities. His estimates indicate the 
need for $3,939,655,000 in new and 
replacement construction. Thus the 
recently enacted bill would provide 
bu: 28 per cent of the needs of the 
va‘ious states. Requirements speci- 
fic’ in the preliminary estimate 
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demonstrate the need for 169,579 
new and 83,889 replacement beds 
in general hospitals; 65,189 new 
and 17,313 replacement beds in 
tuberculosis hospitals; 208,963 new 
and 99,583 replacement beds in 
mental hospitals; 270,173 new beds 
in chronic disease hospitals; about 
4,500 new public health centers. 

Within the next six months the 
surgeon general, with the approval 
of the Federal Hospital Council, 
which will be named, and Watson 
B. Miller, Federal Security Admin- 
istrator, will establish complete reg- 
ulations for the construction pro- 
gram. These regulations will con- 
cern number-and distribution of 
hospitals. 

Over-all limitation of general hos- 
pitals under the program has been 


set at a ratio of 4.5 beds per 1,000 
population except in sparsely pop- 
ulated states where 5.5 beds per 
1,000 may be permitted. The max- 
imum ratio of beds for tubercu- 
losis hospitals is 2.5 times the an- 
nual average deaths from tuber- 
culosis; for mental hospitals, 5 beds 
per 1,000 population and chronic 
disease, 2 beds per 1,000 popula- 
tion. 

The number of public health 
centers is limited to one per 30,000 
population with the exception of 
those states having less than 12 per- 
sons per square mile. There the 
limit is one public health center 
per 20,000 population. 

Bed ratios will be set for the 
state as a whole. This may mean 
that a rural area may have a ratio 








STATEMENT BY THE PRESIDENT 








HE FOLLOWING statement was is- 
Bp by President Truman when 
he signed S. 191, the Hospital Sur- 
vey and Construction Act, on Au- 
gust 13: 

This bill (S. 191) lays a ground- 
work for providing more and better 
medical care for the people of our 
country. Its aim is to assist states in 
the construction of necessary phys- 
ical facilities for furnishing ade- 
quate hospital, clinical and similar 
services to all their people. Such 
construction is to be in accord with 
plans based upon surveys of exist- 
ing needs. I am in full accord with 
these objectives. The construction 
of hospitals and related facilities 
was the first item in the five-point 
health program advocated in my 
message to the Congress last No- 
vember. 

I should not be frank, however, 
if in signing this bill I failed to 
point out certain of its provisions 
which I consider objectionable. 

The bill contains a _ provision 
which is contrary to sound prin- 
ciples of administration in that it 
sets up a council composed of in- 
dividuals who are not to be full- 
time officials of the government and 
authorizes this council not only to 
advise the surgeon general but to 
exercise a veto power over certain 
of his actions. Regulations required 
by the bill must receive the ap- 
proval of the council. The council 


may reverse the action of the sur- 
geon general disapproving a state 
plan because of failure to meet re- 
quirements of federal law. I con- 
sider that such power over the ac- 
tion of federal officials responsible 
for the administration of a grant 
program involving the expenditure 
of federal moneys constitutes a po- 
tentially dangerous precedent. 

The bill also provides that if the 
state agency through which an ap- 
plication was filed is dissatisfied 
with the action of the responsible 
federal administrator denying a con- 
struction project the agency may 
appeal to the federal courts. For the 
first time under a federal program 
of grants-in-aid this bill would sanc- 
tion the judicial overriding of ad- 
ministrative discretion which Con- 
gress has entrusted to an official it 
holds responsible for granting fed- 
eral funds. 

The urgent need of a prompt 
start upon the program, particular- 
ly the survey and planning aspects, 
accounts for my signing the measure 
in spite of these shortcomings. I 
look to those who will be charged 
with responsibility for its adminis- 
tration to see that, so far as possible 
within the limitations indicated, the 
basic objectives of the bill are ful- 
filled. I shall not hesitate to press 
for changes which may be necessary 
to assure that such purpose is ac- 
complished. 
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as low as 2.5 beds per 1,000 while 
in a nearby urban center where 
complete medical facilities are 
available the ratio might be much 
higher. This would indicate the es- 
tablishment of an integrated hospi- 
tal system where minimum services 
could be provided in outlying areas 
with progressively more complete 
facilities in larger district hospitals 
and state medical centers. Surgeon 
General Parran has visualized such 
a far reaching program and prob- 
ably will encourage it. 

Priority of projects will be ascer- 
tained by the state agency on the 
basis of need and existing facilities. 
Special consideration in planning 
is to be given hospitals serving 
rural communities and areas with 
relatively small financial resources. 

Additional requirements directly 
affecting the state plan will pro- 
hibit discrimination on account of 
race, creed or color and will re- 
quire adequate facilities for per- 
sons unable to pay. They will, how- 
ever, permit established customs 
of segregation. General standards 
of construction and equipment will 
be set. The law does not relate in 
any way to the administration of 
the hospitals except that states 
must establish minimum require- 
ments of operation and mainte- 
nance by July 1, 1948, in order to 
receive federal assistance. It is like- 
ly that many states, under this con- 
dition, will enact a licensing law in 
line with that advocated by the 
American Hospital Association. 

Should a state plan be vetoed by 
the surgeon general, the state agen- 
cy may appeal directly to the Fed- 
eral Hospital Council and this 
group may override the veto. 

When a state has completed its 
survey and had its state plan ap- 
proved by the surgeon general, de- 
signated a single agency to carry 
out the provisions of the construc- 
tion program and named an ad- 
visory council, it may proceed with 
construction. 

For each project pursuant to an 
approved state plan, an application 
must be submitted to the surgeon 
general through the state agency. 
The application must set forth: 

1. A description of the site and 
reasonable assurance as to its title. 

2. Building plans and specifica- 
tions demonstrating compliance 
with federally approved standards. 
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3. Assurance that adequate finan- 
cial support will be available for 
both construction and operation of 
the hospital when completed. 

4. Reasonable assurance of the 
payment of prevailing wages for 
construction work. 

When the surgeon general finds 
the application meets federal re- 
quirements and is part of the state’s 
plan, approval will be granted pro- 
viding funds from the state’s allot- 
ment are not expended. Although 
the project grants will be paid by 
installments, the entire grant is 
credited against the state’s allot- 
ment when the project is approved. 
If a state has an excess of funds in 
its year’s allotment at the end of 
the year, those furids may be ex- 
tended for the next year’s program 
only. 

No application can be disap- 
proved until the surgeon general 
has afforded the state agency an 
opportunity for ‘a hearing. If the 
project is vetoed by the surgeon 
general, the state agency may ap- 
peal the decision to the United 
States circuit court of appeals for 
the circuit in which the state is 
located. Individuals may not direct- 
ly appeal the surgeon general’s de- 
cision; this must be done by the 
state agency. 

With final approval of the proj- 
ect, federal funds for construction 
will be allotted, which, by the time 
of the completion of the project, 
will represent one-third of the cost 
of building and equipping the 
facility. The kinds of facilities 
which may be constructed under 
the program include all types of 
hospitals except those furnishing 
primarily domiciliary care; public 
health centers, the scope of which 
would be a matter of state law; re- 
lated facilities, including labor- 
atories, outpatient departments, 
nurses’ homes and training facil- 
ities and central service facilities 
operated in connection with the 
hospital. 

Under certain conditions, funds 
once approved may be withheld by 
the surgeon general. Survey funds 
could be withheld if the state agen- 
cy is not complying substantially 
with the required provisions of the 
application; construction funds 
could be withheld if an application 
for a construction project is not be- 
ing or cannot be carried out. Fail- 








ure to comply with approved plans 
and specifications for construction 
projects or diversion of funds are 
also reasons. Withholding proce- 
dure may be for all funds payable 
to the state or it may be limited to 
a particular project depending up- 
on the nature of the default. Such 
a decision may be appealed by the 
state agency through the circuit 
court of appeals as is done for dis- 
approval of an application. 


DIVISION OF 
HOSPITAL FACILITIES 


The newest division of the U. S. 
Public Health Service, the Division 
of Hospital Facilities, was created 
shortly after Public Law 725, of the 
79th Congress became effective. 
Chief of the division is Medical 
Director Vane M. Hoge. Senior Sur- 
geon J. R. McGibony was named 
assistant chief. 

To Drs. Hoge and McGibony and 
their staffs, under the authority of 
the bureau of state services and the 
surgeon general, falls the task of 
planning, organizing and adminis- 
tering the federal grant-in-aid pro- 
gram. Two broad phases will be 
considered under the law. The di- 
vision will advise and regulate. 

The regulatory phase requires the 
establishment of standards and reg- 
ulations under the law. What funds 
are available and under what con- 
ditions they may be granted must 
be fully specified in the regulations 
which will be completed soon. Mini- 
mum standards of construction will 
be set; standards of operation will 


be suggested. 


As an advisory body, the division 
through its research and consulta- 
tion services, will assist states, com- 
munities and hospitals to improve 
plans, projects and procedures. 

While most state services will be 
rendered through the designated 
state agency, liason in the field will 
be maintained through the 10 dis- 
trict public health offices. To eight 
of those serving the states—Hawaii, 
Puerto Rico and the Virgin Islands 
are served by the other two—will be 
assigned an architect and hospital 
consultant to guide and advise states 
and state agencies. 

These offices will also furnish 
state agencies with application 


forms for filing for survey and 
planning funds. Completed appli- 
cations will be submitted through 
these district offices. 
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THE PRESIDENT: PETER D. WARD, M.D. 


THE PRESIDENT-ELECT: JOHN H. HAYES 





Now to Philadelphia Jor 
THE CONVENTION 


N ADDITION TO BEING a full blown 
| convention again, the American 
Hospital Association’s 48th annual 
meeting in Philadelphia should be 
memorable because of three some- 
what special events. 

These are the report of the Com- 
mission on Hospital Care, an in- 
formation center on hospital pen- 
sion plans and an International 
Night program more pretentious 
than any in the past. 


SURVEYS 


Two of four general sessions will 
be devoted to reports by the com- 
mission, and these will have a touch 
of the historic about them. It was 
in 1941 that the Board of Trustees 
Instructed the Council on Adminis- 
trative Practice to consider how hos- 
pital and health care facilities might 
be more adequately distributed. 
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Out of this came the Postwar 
Planning Committee, which recom- 
mended a thoroughgoing study by 
a commission that would be inde- 
pendent of the Association. The 
Commission on Hospital Care was 
thus born, and it will have com- 
pleted its two year assignment by 
convention time, September 30- 
October 3. 

Meantime the Hospital Survey 
and Construction Act has been 
passed and the result is expected to 
be a vast building program that is 
based strictly on the need of facili- 
ties. While the commission has had 
no connection with the passage of 
this legislation, the work it has done 
is essential to administration of the 
act. It has produced a great deal: of 
data that is necessary to a deter- 
mination of need. It has developed 
a survey technique by which an ade- 


quate inventory of hospital and 
health facilities may be maintained 
indefinitely. 

The commission’s official report, 
which need not be approved by the 
Association, will be published some- 
time after the convention. Its find- 
ings and recommendations will 
nevertheless be presented as part 
of the convention program. 


PENSIONS 


An urgent problem that confronts 
many hospitals these days—perhaps 
most of them—is the starting of re- 
tirement programs for employees. A 
considerable amount of printed in- 
formation already has been distrib- 
uted, and more will have gone out 
before the convention opens. 

The Philadelphia meeting will 
provide everyone with a chance to 
clear up any and all details. Homer 
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Wickenden, secretary of the Na- 
tional Welfare and Retirement As- 
sociation will review the funda- 
mentals at a sectional meeting on 
Tuesday and this will be followed 
by discussion. In addition, Mr. 
Wickenden and other representa- 
tives of his organization will be 
available at all times in Booth 935 
to answer questions about the Amer- 
ican Hospital Association Retire- 
ment Program. 


INTERNATIONAL 

Although it has been a custom for 
years to devote part of the program 
to .international matters of health, 
this year’s international night fes- 
tivities are exceptional. William 
Benton, assistant secretary of state, 
will address the gathering. Guests 
of honor will be representatives of 
countries that make up the United 
Nations who have been officially in- 
vited by the Department of State. 
Never before has the Department 
of State participated thus in an As- 
sociation convention. 


LEGISLATION 

During the next year, or perhaps 
several years, there will be many op- 
portunities for state associations to 
collaborate on developments affect- 
ed by state legislation and one of 
the national Association’s purposes 
is to promote this kind of collabora- 
tion. The convention makes possi- 
ble some work toward this end. At 
12:30 p.m. October 1 there will be a 
meeting concerned with state legis- 
lation with John N. Hatfield, chair- 
man of the Council on Government 
Relations, presiding. Particular em- 
phasis will be placed on state en- 
abling acts and state licensing of 
hospitals, both essential to adminis- 


tration of the Hospital Survey and i 


Construction Act. 


At the same hour the next day 
there will be another meeting for 
representatives of state associations 
at which efforts will be aimed at 
working out an effective program of 
providing hospital care for veterans 
in collaboration with the Veterans 
Administration. Dr. Fred G. Carter, 
chairman of the Committee on Vet- 
erans Relations, will preside at this 
session. 

HOUSE OF DELEGATES 

An innovation this year will be 
the Wednesday evening session of 
the House of Delegates. When the 
house met last year, in lieu of a full 
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PROPOSED BY-LAW 
CHANGE 

Report to be made by the 
Committee on By-Laws to the 
House of Delegates of the Amer- 
ican Hospital Association at 
Philadelphia, October 1, 1946: 

“A petition presented by twen- 
ty-five members of the Associa- 
tion proposes to change the name 
of the ‘Hospital Service Plan 
Commission’ in the By-Laws to 
‘Blue Cross Commission.’ 

“The Committee on By-Laws 
recommends that the by-laws be 
amended to read ‘Blue Cross 
Commission of the American 
Hospital Association’ in every 
instance where the name ‘Hos- 
pital Service Plan Commission’ 
appears in the said by-laws. 

Respectfully submitted, 
GRAHAM L. Davis, chairman 
Joun N. HATFIELD 
ARTHUR C, BACHMEYER, 

M.D. 

Epcar C. HayHow, Ph.D. 
ARDEN E. HARDGROVE 











convention, the usual agenda was 
changed to add some discussion of 
current problems. Several delegates 
suggested that such a procedure 
should be adopted for regular meet- 
ings of the House. As a result the 
Wednesday evening session in Phil- 
adelphia will be open in this sense: 
It will be held in an auditorium 
seating a thousand people; while 
the audience will not participate 
in discussions, delegates will con- 
sider some major problems. 
THE PRESIDENCY 

According to custom the Associa- 
tion presidency will change hands 
and a president-elect will be chosen 
by the House to sit with the Board 
of ‘Trustees for a year before taking 
office. At the annual banquet, also 
according to custom, Executive Di- 
rector George Bugbee will transfer 
the badge of office from Dr. Peter 
D. Ward to John H. Hayes and so 
the new presidential year will be 
formally inaugurated. 





TIME CHANGE 
As official Philadelphia time 
changes at 2 a. m. on Sunday, 
September 29, all meetings at the 
convention are scheduled on East- 
ern Standard Time. 











Of: Philadelphia in the role of 
host city, it may be said that few 
other communities can offer so 
much that is of historical and cul- 
tural interest. Nearly everyone is 
aware that some of this countiy’s 
early history was made there, but 
few realize how much. There is 
enough sight-seeing to keep the visi- 
tor occupied for a week. 

For the benefit of those who are 
some years removed from their his- 
tory books, a few historic items are 
listed here. Not only was Philacel- 
phia a focal point in the develop- 
ment of colonial America, but it is 
unchallenged as the actual birth- 
place of the United States. Most of 
the important relics and sites have 
been preserved, and this gives our 
third largest city a distinctive at- 
mosphere that is sensed at the mo- 
ment of a visitor’s arrival. 

One of the most historic buildings 
in the country is Carpenters Hall, 
built in 1724. The Continental Con- 
gress held its first sessions here in 
1774. Nearby is Independence Hall, 
on which construction started in 
1732. The Continental Congress 
met here; here also the Declara- 
tion of Independence was adopted 
on July 4, 1776 and the Constitu- 
tion framed on September 17, 1787. 
It is on the first floor of Independ- 
ence Hall that the Liberty Bell may 
be viewed today. 

Of special interest to Association 
members is the Pennsylvania Hos- 
pital, which also dates from colo- 
nial times and is the oldest institu- 
tion of its kind in America. In 1752 
it started operations in a dwelling 
and four years later moved into its 
own building. This building is still 
in use, although it has been mod- 
ernized within to keep abreast of 
current requirements, and is but 
part of the total plant. Pennsylvania 
Hospital pioneered with the theory 
that the “insane” should be treated 
instead of being merely incarcerat- 
ed. Medical records preserved since 
those days show that mental pa- 
tients, then as now, sometimes put 
an end to treatment by running 
away. These records also show that 
some of our words have changed 
meaning in the course of nearly two 
centuries, for the record of a run- 
away patient was closed with the 
notation “eloped.” 

One of the founders of Penn- 
sylvania Hospital was Benjamin 
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Sketch Map of Philadelphia’s Downtown Section 
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For example, there are some 20 blocks between the Bellevue-Stratford Hotei and the Convention Hall. Busses give convenient transportation. 
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Franklin, who had a hand in near- 
ly all the constructive efforts of his 
time. The results of his handiwork 
are found everywhere and his tomb 
is to be seen by all who pass by 
the Christ Church Burial Ground 
in downtown Philadelphia. 

The convention city is a medical 
and hospital center. With the Uni- 
versity of Pennsylvania, Temple 
University and Girard College it is 
an educational center. It is a cul- 
.tural center and historically a re- 
ligious center. The variety of sight- 
seeing possibilities is almost end- 
less. 

In other years the Association’s 
convention has run from Monday 
through Friday forenoon. This year 
the program is streamlined and 
fitted into four full days and eve- 
nings, closing with the banquet 
Thursday night. The arrangement 
pays an incidental dividend to those 
who can find too little spare time 
during the convention. They may 
be able to see Philadelphia and still 
have the week-end for travel time. 
» George F. Stephens, M.D., super- 
intendent of Royal Victoria Hospi- 
tal, Montreal, will receive the Asso- 
ciation’s Award of Merit given an- 
nually in recognition of achieve- 
ment in the hospital field. 

» An honorary life membership will 
be presented to Paul R. Hawley, 
M.D., chief medical director, De- 
partment of Medicine and Surgery, 
Veterans Administration. 

> Speaker at the banquet Thursday 
evening will be former justice 
Owen J. Roberts of the United 
States Supreme Court. 


PROTESTANT HOSPITAL 
ASSOCIATION 


Meeting at the same place and 
almost at the same time, the Ameri- 
can Protestant Hospital Association 
will be observing its silver anni- 
versary. A two-day meeting opens 
on September 27 with a tour of his- 
toric Pennsylvania Hospital. That 
evening Dr. Malcolm T. MacEach- 
ern, program chairman, will direct 
a panel of experts in discussing a 
variety of subjects. Papers given at 
the Saturday morning (September 
28) session will cover veterans’ care, 
nursing education, graduate medi- 
cal education and Blue Cross rela- 
tionships. Saturday afternoon will 
be devoted to consideration of re- 
ligious work in the hospital, under 
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PAUL R. HAWLEY, M.D. 


the direction of Dr. Russell Dicks. 
The meeting will close with a silver 
anniversary banquet Saturday eve- 
ning, planned by Dr. Herman L. 
Fritschel, banquet committee chair- 
man. 


NURSE ANESTHETISTS 

The American Association of 
Nurse Anesthetists will formally 
open one of its most eventful meet- 
ings on September 90, also in Phila- 
delphia. This will have been pre- 
ceded by a two-day assembly for di- 
rectors of schools of anesthesiology 
under the guidance of Mrs. Esther 
Myers Stephenson. A report will be 
made on results of the last two 
qualifying examinations. In addi- 
tion to the making of annual re- 


WILLIAM BENTON 


ports and election of officers, the 
business meeting will vote on pro- 
posed by-law changes. General ses- 
sions will be held on each of the 
four days with two on Thursday, 
Monday’s program includes a panel 
discussion on “Interdepartmental 
Relationships;” ‘Tuesday’s a sym- 
posium, “How can the Anesthetist 
Best Serve the Obstetrical Patient 
and the Newborn,” including a 
paper on “Cyclopropane in Infant 
Surgery;” Wednesday’s papers on 
“Anesthesia, Legal and Illegal” and 
“The Challenge.to the Nurse Anes- 
thetist.” Details of Thursday’s two 
programs were still to be arranged. 


THE RECORD LIBRARIANS 


The eighteenth annual meeting 
of the American Association of 
Medical Record Librarians will be 
historic in that it will include the 
first House of Delegates meeting. 

This convention opens October 1 
and runs through Friday October 4, 
and headquarters will be at the Syl- 
vania Hotel. The joint meeting 
with the American Hospital Asso- 
ciation is scheduled for Thursday 
afternoon. Subjects to be discussed 
during these four days include: 
“Standard Nomenclature of Disease 
and Operations,” “Centralized Unit 
Record System in the Making,” “Or- 
ganizing State and Local Associa- 
tions,” “Revolution and Revelation 
—Filing Medical Records,” “Inter- 
departmental Relations in the Hos- 
pital,” “A Medical Director Looks 
at the Record Librarian,” “The 
Record Department’s Public Rela- 
tions with Other Hospitals and Out- 
side Doctors,” and “The Record 
Department’s Public Relations with 
Non-Medical Outside Contacts.” 


COLLEGE OF HOSPITAL 
ADMINISTRATORS 


The American College of Hos- 
pital Administrators will open a 
four-day meeting September 28 at 
the Bellevue-Stratford Hotel. Sun- 
day, September 29, will be devoted 
to the convocation, president’s re- 
ception and annual dinner. Mon- 
day will bring the general business 
session, a general education section 
on the theme, “The Challenge in 
Being an Administrator,” and 
luncheon meeting of the new Board 
of Regents. The new Executive 
Committee will meet at lunch on 
Tuesday. 
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Monday 


FORMAL OPENING of EXHIBITS 


Philadelphia Convention Hall 
34th Street and Curie Avenue 


Monday, September 30, 9:30 a. m. 
. OFrFicraL Opentinc—Peter D. Ward, M.D., St. Paul, 


Minn.; president, American Hospital Association; 
medical superintendent, Charles T. Miller Hospital. 

. Remarks—-Elmer H. Noelting, Evansville, Ind.; 
Faultless Caster Corporation; president, Hospital 
Industries’ Association. 


GENERAL SESSION 
Ballroom—Convention Hall 
Monday, 2-4:30 p. m. 


Report and Recommendations of the 
Commission on Hospital Care 





Chairman: John H. Hayes, superintendent, Lenox 
Hill Hospital, New York City; president-elect, Amer- 
ican Hospital Association. 

]. PRESENTATION OF THE Commission’s Report (In- 
TRODUCTORY STATEMENT)~---Thomas S. Gates, 
L.L.D., Ph.D., Philadelphia; chairman, University 
of Pennsylvania; chairman, Commission on Hospi- 
tal Care. 

. SUMMARY OF CONCLUSIONS AND RECOMMENDATIONS 
—A. C. Bachmeyer, M.D., Chicago; director, Uni- 
versity of Chicago Clinics; director of study, Com- 
mission on Hospital Care. 

. THE Commission’s REPORT FROM THE POINT OF 
VIEW OF: 

Farm Groups—Joseph W. Fichter, Columbus, 
Ohio; master, Ohio State Grange; member, 
Commission on Hospital Care. 

Minority Groups—Albert W. Dent, New Orleans; 
president, Dillard University (Flint-Goodridge 
Hospital) ; member, Commission on Hospital 
Care. 

Labor—Clinton S. Golden, Pittsburgh, Pa.; as- 
sistant to president, United Steelworkers of 
America, Congress of Industrial Organizations; 
member, Commission on Hospital Care. 

The Professions—Leroy M. S. Miner, M.D., 
Boston; formerly dean, School of Dentistry, 
Harvard University; member, Commission on 
Hospital Care. 


Government—Surgeon General Thomas Parran, 
M.D., Washington; United States Public Health 


Service. 


PRESIDENT’S SESSION 
Ballroom—Bellevue-Stratford Hotel 
Monday, 8:00 p. m. 


Peter D. Ward, M._D.. St. Paul, Minn.; medical su- 
perintendent, Charles T. Miller Hospital; president, 
American Hospital Association; presiding. 
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Convention Program Preview 








1. Nationa, ANTHEMS—-Star Spangled Banner; God 
Save the King. 

Invocation—Rabbi William H. Fineshriber, D.D., 
Philadelphia; Reform Congregation, Keneseth Is- 
rael. 

3. WeLcomeE—Erwin <A. Steubner, Philadelphia: 
Chairman of Finance Committee, The Lankenau 
Hospital; chairman of The Hospital Council of 
Philadelphia. 

. PRESENTATION OF AMERICAN HospiTaL Assocta- 
TION AWARD OF MERIT TO— 

George Findlay Stephens, M.D., Montreal; super- 
intendent, Royal Victoria Hospital. Henry M. Pol- 
lock, M.D., Waban, Mass.; chairman, Committee 
on Award of Merit. 

ADDRESS OF THE PRESIDENT-ELECT—John H. Hayes, 
New York; superintendent, Lenox Hill Hospital. 

. Reception—Immediately following the president’s 
session, the president, president-elect and the re- 
cipient of the Award of Merit will receive the mem- 
bers and guests in the foyer of the ballroom. 





Tuesday 








GENERAL SESSION 
Ballroom—Convention Hall 
Tuesday, October 1, 9:15-11:45 a. m. 
The Commission on Hospital Care 


Chairman: Sister John of the Cross, Astoria, Ore.; 
director of school of nursing, St. Mary’s Hospital; vice- 
president, American Hospital Association. 

1. INTEGRATION OF HospITaL SERvicE—Claude W. 
Munger, M.D., New York City; director, St. Luke’s 
Hospital; member, Commission on Hospital Care. 

. SPECIAL ACTIVITIES AND INFLUENCES OF THE GEN- 

ERAL Hospitat—Willard C. Rappleye, M.D., New 
York City; dean, College of Physicians and Sur- 
geons, Columbia University; member, Commission 
on Hospital Care. 
Aspects oF HospitaL PLANNING—Ada Belle Mc- 
Cleery, R.N., Geneva, Ill.; formerly administrator, 
Evanston Hospital, Evanston, I[Il.; member, Com- 
mission on Hospital Care. 

. ADMINISTRATIVE EXPERIENCES IN HospITaL PLAN- 
NING AND LiceNsINc—Wilton L. Halverson, M.D., 
San Francisco; director of Public Health, State of 
California; member, Commission on Hospital Care; 
and Philip K. Gilman, M.D., San Francisco; direc- 
tor, Bureau of Hospital Survey, State Department 


of Public Health. 


PRESIDENTS’ AND _. 
SECRETARIES’ SECTION 
Ballroom Balecony—Convention Hall 
Tuesday, 12:30-2 p. m. 
Chairman: John N. Hatfield, Philadelphia; adminis- 


trator, Pennsylvania Hospital; chairman, Council on 
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Government Relations, American Hospital Association. 


1. State LEGISLATION FOR THE HospiTaL SURVEY 
AND CONSTRUCTION PROGRAM. 


PENSION PROGRAM 
Meeting Hall K 
Tuesday, 2-4:15 p. m. 


1. AmerRIcAN HospiTaL AssociATION RETIREMENT 
PLtan—Homer Wickenden, New York City; secre- 
tary, National Health and Welfare Retirement As- 
sociation. 


SMALL HOSPITAL SECTION 


Ballroom—Convention Hall 
Tuesday, 2-4:15 p. m. 


Chairman: Clarence G. Salsbury, M.D., Ganado, 

Ariz.; superintendent, Ganado Mission. 

Secretary: Francetta Peters, R.N., South Haven, 

Mich.; administrator, South Haven Hospital. 

. Factors AFFECTING THE STANDARDS OF SERVICE 
AND OPERATION OF SMALL Hospitats—Graham 
Davis, Battle Creek, Mich.; director, Division of 
Hospitals, W. K. Kellogg Foundation. 

PERSONNEL PROBLEMS PECULIAR TO THE SMALL 
Hospitat—Marshall I. Pickens, Charlotte, N. C.; 
assistant secretary, Duke Endowment. 

. THe Patrent’s TRay—AN AsSET OR A LIABILITY— 
S. Margaret Gillam, dietary consultant, American 
Hospital Association, Chicago. 

. SMALL Hosprtat Discussion Fornum—Leader: Mal- 
colm T. MacEachern, M.D., Chicago; associate 
director, American College of Surgeons. 

. Morton Picture Fitm—“You’re the Doctor.” 


MEDICAL SOCIAL SERVICE SECTION 
Meeting Hall B 
Tuesday, 2-4:15 p. m. 


Chairman: William W. Knowlton, M.D., Boston; 
superintendent, Boston Lying-in Hospital. 
Secretary: Ray FE. Brown, Chicago; superintendent, 

University of Chicago Clinics. 

1. MepicaL Soctat Service IN RELATION TO FUTURE 

HospitaL Neeps—Rt. Rev. Msgr. Thomas O’Dwyer, 
Los Angeles; director of Catholic Charities and 
Hospitals, Archdiocese of Los Angeles; member, 
Commission on Hospital Care. 
How Can THE ADMINISTRATOR EVALUATE THE 
SociAL SERVICE DEPARTMENT ?—Morris Hinenburg, 
M.D., Brooklyn; executive director, Jewish Hos- 
pital. 

. DEPARTMENTAL ORGANIZATION AND INTER-DEPART- 
MENTAL RELATIONSHIPS—-G. O. Whitecotton, M.D., 
Oakland, Calif.; medical director and administrator, 
Alameda County Institutions. 

Pustic RELATIONS VALUES OF MEDICAL SOCIAL 
SeRvicE—A. P. Merrill, M.D., New York City; 


superintendent, Home for Incurables. 
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BLUE CROSS SECTION 


Meeting Hall C 
Tuesday, 2-4:15 p. m. 

Chairman: George Putnam, Massachusetts Hospiial 
Service, Boston; treasurer, Hospital Service Plan Coin- 
mission. 

Secretary: William S. McNary, executive director, 
Colorado Hospital Service, Denver. 

1. ADMINISTRATIVE PROBLEMS IN BLUE Cross PLANs — 
C. Rufus Rorem, Ph.D., director, Hospital Service 
Plan Commission, American Hospital Association, 
Chicago. 

2. REPORT OF A SURVEY OF BLUE Cross PLANs—Louis 
S. Reed, Washington; health economist, Division of 
Public Health Methods, U. S. Public Health Service. 

3. Pusiic RELATIONSHIPS—Mrs. Nan Rowlands, R.N., 
Seattle, Wash.; superintendent, Cobb Hospital. 

. A Review or MetHops oF PAYMENT TO Hospitats 
Charles G. Roswell, B.S., L.L.B., New York City; 
consultant on accounting, United Hospital Fund of 


New York. 


CHILDREN’S HOSPITAL SECTION 
Meeting Hall D 
Tuesday, 2-4:15 p. m. 

Chairman: Mrs. Gertrude R. Folendorf, R.N., San 
Francisco; administrator, Shriners’ Hospitals for Crip- 
pled Children, San Francisco Unit. 

Secretary: Edwin Grafton, Helena, Mont.; admin- 
istrator, Montana Children’s Home and Hospital, and 
Shodair Crippled Children’s Hospital. 

1. Stupy oF Cuitp HEALTH SEervices—Montgomery 
Blair Jr., M.D., Washington; member, Central 
Executive Staff, American Academy of Pediatrics 
of Child Health Services. 

. THE PsycHOSOMATIC APPROACH IN THE CARE OF 

CHILDREN—F'sther L. Richards, M.D., Baltimore: 
associate professor of psychiatry, Johns Hopkins 
University School of Medicine. 
DIAGNOsIs OF TUBERCULOSIS IN CHILDREN—David 
Alexander Cooper, M.D., Philadelphia; assistant 
professor of medicine, Graduate Hospital, Univer- 
sity of Pennsylvania. 

. Status oF Uttra-VIoLeT Rapiation—W. P. Mor- 
rill M.D.; director of research, American Hospital 
Association, Chicago. 


MENTAL HOSPITAL SECTION—I 
Meeting Hall H 
Tuesday, 2-4:15 p. m. 
Chairman: J. Freemont Bateman, M.D., Columbus, 

Ohio; superintendent, Columbus State Hospital. 

Secretary: Howard K. Petry, M.D., Harrisburg, Pa.; 
superintendent, Harrisburg State Hospital. 

1. COMPARATIVE ADMINISTRATIVE STANDARDS IN GEN- 
ERAL AND MENTAL Hospitats—C. Charles Burlin- 
game, M.D., Hartford, Conn.; administrator, Insti- 
tute of Living. 

2. EVALUATING ADMINISTRATIVE PROCEDURES _ IN 


HOSPITALS 








Menta Hospitats—Frederick MacCurdy, M.D., 
Albany, N. Y.; commissioner, Department of Mental 
Hygiene. : 

. Mentat HospitaL ADMINISTRATION IN VETERANS’ 
Hospitats—Daniel Blain, M.D., Washington; act- 
ing assistant medical director for neuropsychiatry, 
Veterans Administration. 

. OUTPATIENT PSYCHIATRIC SERVICE IN A GENERAL 
HospiraL—J. A. Katzive, M.D., San Francisco; 
director, Mount Zion Hospital. 


INTERNATIONAL DINNER 


Ballroom—Bellevue-Stratford Hotel 
Tuesday, 7:30-10:30 p. m. 


Chairman: Peter D. Ward, M.D., St. Paul, Minn.; 
medical superintendent, Charles T. Miller Hospital; 
president, American Hospital Association; presiding. 

INVOCATION. 
NATIONAL ANTHEMS. 
Star Spangled Banner 
God Save the King 
DINNER. 

4, INTRODUCTION OF DISTINGUISHED GUESTS AND 
GREETINGS—Peter D. Ward, M.D., St. Paul, Minn.; 
president, American Hospital Association; medical 
superintendent, Charles T. Miller Hospital. 

». GREETINGS—Harvey Agnew, M.D., Toronto; secre- 
tary, Canadian Hospital Council; member, Council 
on International Relations. 

. ApprEss—The Honorable William Benton, Assist- 
ant Secretary of State, Washington, D.C. 
REMARKS—Malcolm T. MacEachern, M.D., Chi- 
cago, chairman, Council on International Relations; 
associate director, American College of Surgeons. 





| Wbesday 








GENERAL SESSION 
Ballroom—Convention Hall 
Wednesday, October 2, 9:15-11:45 a. m. 
Staffing the Hospital—I: The General Picture 


Chairman: F. Stanley Howe, Orange, N. J.; director, 
Orange Memorial Hospital; vice-president, American 
Hospital Association. 

l. HosprraL PERSONNEL SUPPLY AND SALARY TRENDS 
—Ritz E. Heerman, Los Angeles; superintendent, 
California Hospital. 

- HosprraL PuysiciAN RELATIONSHIPS—Harold C. 
Lueth, M.D., Omaha, Nebr.; dean, University of 
Nebraska College of Medicine. 

. THe Nursinc Starr—Nathaniel W. Faxon, M.D.. 
boston; director, Massachusetts General Hospital 
and Massachusetts Eye and Ear Infirmary. 

4, RELATIONS WITH EMPLOYEE ORGANIZATIONS—Fred- 
erick H. Harbison, Ph.D., Chicago; executive officer, 
Industrial Relations Center, University of Chicago. 
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PRESIDENTS’ AND 
SECRETARIES’ SECTION 
Meeting Hall K 
Wednesday, 12:30-2 p. m. 
Chairman: Fred G. Carter, M.D., Cleveland, Ohio; 
superintendent, St. Luke’s Hospital. 
1. HosprraL Care FoR VETERANS. 


HOSPITAL CONSTRUCTION SECTION 


Ballroom—Convention Hall 
Wednesday, 2-4:15 p. m. 
Chairman: Jacque B. Norman, Greenville, S. C.; 
superintendent, Greenville General Hospital. 
Secretary: Frank C. Gabriel, Albuquerque, N. Mex.; 
superintendent, Southwestern Presbyterian Sanatorium. 
1. Functions oF A ConsuLTANT—Winford H. Smith, 
M.D., Baltimore. 
FUNCTIONS OF AN ARCHITECT—Marshall A. Shaffer, 
Engineer (R), Washington; chief architect, Office 
of Technical Services, Division of Hospital Facil- 
ities, U. S. Public Health Service. 
OPERATION OF THE HospITAL CONSTRUCTION AND 
Survey Act—Vane M. Hoge, M.D., Washington, 
D. C.; senior surgeon, chief, Hospital Facilities 
Section, States Relations Division, U. S. Public 
Health Service. 
New TRENDs IN DesicnN—Thomas H. Creighton, 
New York City; editor, Progressive Architecture. 
GENERAL DIsCussION. 
Motion Picture FitmM—You’re the Doctor.” 


PERSONNEL SECTION 
Meeting Hall A 
Wednesday, 2-4:15 p. m. 
Chairman: Lawrence R. Payne, Dallas, Texas; ad- 
ministrator, Baylor University Hospital. 
Secretary: Sister Loretto Bernard, R.N., New York 

City; administrator, St. Vincent’s Hospital. 

1. Wuat Jos CLAssiFICATION CAN AND Cannot Do 
FoR Inpustry—G. V. Bloom, Philadelphia; chief 
job analyst, Atlantic Refining Company. 
EXPERIENCE IN JoB CLASSIFICATION IN A HosPITAL 
—E. Dwight Barnett, M.D., Detroit; director, Har- 
per Hospital. 

APPLICATION OF JOB CLASSIFICATION TO SALARY 
Levets—R. Oswald Daughety, Houston, Texas; 
superintendent, Hermann Hospital. 

APPLICATION OF JOB CLASSIFICATION TO UPGRADING 
—James W. Stephan, Canton, Ohio; director, Ault- 
man Hospital. 


TUBERCULOSIS SECTION 
Meeting Hall D 
Wednesday, 2-4:15 p. m. 


Chairman: Robert H. Browning, M.D., Cleveland; 
director, Sunny Acres, Cuyahoga County Tuberculosis 
Hospital. 
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Secretary: Allen Kane, M.D., New York City; direc- 
tor, Division of Tuberculosis, Department of Hospitals, 
New York City. 

1. THE ROLE oF THE GENERAL HospPITAL IN THE CARE 
OF THE TUBERCULOUS PATIENT. 

Charles T. Dolezal, M.D., Cleveland; superintend- 
ent, City Hospital. 

2. Postwar CARE OF THE TUBERCULOUS VETERAN— 
John Blair Barnwell, M.D., Washington; acting 
assistant medical director for tuberculosis, Vet- 
erans Administration. 

3. TRENDS IN THE CARE OF THE TUBERCULOUS PATIENT 
—Ernest S. Mariette, M.D., Oak Terrace, Minn.; 
medical director and superintendent, Glen Lake 
Sanatorium. 

4. DETECTION OF TUBERCULOSIS AmMoNG HospPITAL 
Apmissions—Herman E. Hilleboe, M.D., Washing- 
ton; chief, Division of Tuberculosis Control, U. S. 


Public Health Service. 











































PURCHASING SECTION 
Meeting Hall C 
Wednesday, 2-4:15 p. m. 


Chairman: Warren W. Irwin, Rochester, N. Y.; pur- 
chasing agent, University of Rochester and Strong 
Memorial Hospital. 

Secretary: Earl C. Wolf, Rochester, Minn.; director 
of purchases, St. Mary’s Hospital. 

1. INvENTORY AND Stock Room ConTroL AND ORGAN- 
IZATION—James F. Best, New York City; purchas- 
ing agent, Society of the New York Hospital. 

2. THE Quaity ANCLE or PurcHAsinc—Paul L. Bur- 
roughs, Philadelphia; purchasing agent, Pennsyl- 
vania Hospital. 

3. Pusiic RELATIONS ANGLE OF PuRCHAsINGC—George 
Frank, Ithaca, N. Y.; purchasing agent, Cornell 
University and special consultant, War Assets Cor- 
poration. 

4. PURCHASING IN THE SMALL HospitaL—M. E. Knise- 
ly, Milwaukee, Wis.; administrator, St. Luke’s 
Hospital. 

5. Pane. Discusston—Leader: Everett W. Jones, Chi- 
cago; vice president, The Modern Hospital Publish- 
ing Company and chairman, Committee on Pur- 
chasing, Simplification and Standardization. 
Warren W. Irwin, Rochester, N. Y.; purchasing 

agent, University of Rochester, Strong Memorial 
Hospital. 

James F. Best, New York City; purchasing agent, 
Society of the New York Hospital. 

Allen H. Mathewson, Boston; assistant purchasing 
agent, Massachusetts General Hospital and Mas- 
sachusetts Eye and Ear Infirmary. 

Frank G. Bruesch, Detroit; purchasing agent, Har- 
per Hospital. 

Leo G. Schmelzer, Washington; administrator, 
George Washington University Hospital. 

Earl C. Wolf, Rochester, Minn.; director of pur- 

chases, St. Mary’s Hospital. 
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George Frank, Ithaca, N. Y.; purchasing ageni, 
Cornell University and special consultant, War 
Assets Corporation. 

Cornelia C. Pratt, Orange, N. J.; purchasing ageni, 
Orange Memorial Hospital. 

Hazen Dick, Chicago; secretary, Council on Ad- 
ministrative Practice, American Hospital Asso- 
ciation, Chicago. 

Neal R. Johnson, Baltimore; purchasing agent, 
Johns Hopkins Hospital. 

Charles O. Auslander, Chicago; director of pur- 
chases, Michael Reese Hospital. 


MENTAL HOSPITAL SECTION—II 


Meeting Hall H 
Wednesday, 2-4:15 p. m. 


Chairman: John R. Stone, Topeka, Kans.; adminis- 


trator, Menninger Foundation. 


Secretary: Clifton T. Perkins, M.D., Boston; Com- 


missioner of Mental Health. 


: 


NEw OPPORTUNITIES FOR THE IMPROVEMENT OF 

Menta Hospirats—Frank Fremont-Smith, M.D., 

New York City; vice-president, The National Com- 

mittee for Mental Hygiene; medical director, Josiah 

Macy Jr. Foundation. 

NationaAL MentaL HEALTH Act—Robert Hanna 

Felix, M.D., Washington; chief, Division of Mental 

Hygiene, U. S. Public Health Service. 

PANEL Discussion ON ADMINISTRATIVE ASPECTS OF 

MenTAL HospitaL CareE—J. Freemont Bateman, 

M.D., Columbus, Ohio; superintendent, Columbus 

State Hospital. 

Howard K. Petry, M.D., Harrisburg, Pa.; super- 
intendent, Harrisburg State Hospital. 

Samuel Warren Hamilton, M.D., Washington; U. S. 
Public Health Service. 

M. A. Tarumianz, M.D., Farnhurst, Del.; superin- 
tendent, Delaware State Hospital. 

Frank Fremont-Smith, M.D., New York City; vice- 
president, The National Committee for Mental 
Hygiene; medical director, Josiah Macy Jr. 
Foundation. 

Robert Hanna Felix, M.D., Washington; chief, 
Division of Mental Hygiene, U. S. Public Health 


Service. 


OPEN MEETING OF HOUSE OF 
DELEGATES AND ASSEMBLY 


Ballroom—Bellevue-Stratford Hotel 
Wednesday, 8 p. m. 


. MEETING or House or DELEGATES—Peter D. Ward, 


M.D., St. Paul, Minn.; president, American Hospi- 
tal Association; medical superintendent, Charles T. 
Miller Hospital; presiding. 

Business OF House OF DELEGATES. 

Discussion OF CURRENT PROBLEMS. 

Council Chairman. 





HOSPITALS 

















ELECTION OF OFFICERS. 
PRESENTATION OF NEw OFFICERS. 





MEETING oF AssEmMBLY—Peter D. Ward, M.D., St. 
Paul, Minn.; president, American Hospital Associa- 
tion; medical superintendent, Charles T. Miller Hos- 
pital, presiding. 

ELECTION OF DELEGATES AT LARGE. 

OTHER BusINEss. 

All members and guests of The American Hospital 


Association are invited to attend these meetings of 
the House of Delegates and of the Assembly. 








Thursday 





GENERAL SESSION 


Ballroom—Convention Hall 
Thursday, October 3, 9:15-11:45 a. m. 


Staffing The Hospital—II: The Nursing Field 


Chairman: Harry Coppinger, M.D., Winnipeg, Man. ; 


superintendent, Winnipeg General Hospital and vice 
president, American Hospital Association. 


l. 


Practica, Nursinc 1N Hospirats—Ella May 
Thompson, R.N., New York City; member of board 
of directors, National Association for Practical 
Nurse Education. 

Tue IncREASED Cost oF NursING SERVICE IN Hos- 
PITALS AND How To MEET It—Robert S. Hudgens, 
Richmond, Va.; director, Medical College of Vir- 
ginia-—Hospital Division. 

CurRENT ASPECTS OF STUDENT Nurse Recruit- 
MENT—Edith H. Smith, R.N., Syracuse, N. Y.; 
dean, School of Nursing, Syracuse University. 
SurvEY OF Costs In ScHoots oF Nurstnc—Louis 
Block, Dr. P.H., Washington; sanitarian, Hospital 
Facilities Section, U. S. Public Health Service. 


SECTION ON STATE ASSOCIATION 


CONVENTION PROGRAM BUILDING 


Meeting Hall K 
Thursday, 12:30-2 p. m. 
Chairman: William P. Butler, San Jose, California; 


superintendent, San Jose Hospital. 


1. 
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CONVENTION PROGRAM BUILDING. 


PHARMACY SECTION 
Meeting Hall H 
Thursday, 2-4:15 p. m. 


Chairman, John J. Zugich, New Haven, Conn., chief 


pharmacist, Grace-New Haven Hospital. 


Secretary: D. O. McClusky Jr., Birmingham; assist- 


ant superintendent, South Highlands Infirmary. 
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PLANNING THE HospitaL PHARMACY—Leon N. 
Hickernell, Augusta, Ga.; director, University Hos- 
pital. 

How Larce Must a Hospitat BE To OPERATE A 
PuHarMAcy?—Claude R. Simpson, Long Beach, 
Calif.; chief pharmacist, Seaside Memorial Hos- 
pital. 


. THE STANDARDIZED HospiTaAL FORMULARY Is AN 


AssET—W. Arthur Purdum, Ph.D.; Baltimore, Md.; 
chief pharmacist, Johns Hopkins Hospital. 


PHARMACY SERVICE IN THE MepIcaL Care OF VET- 
ERANS—W. Paul Briggs, Washington; chief phar- 
macist, Veterans Administration. 


BUSINESS MANAGEMENT SECTION 


Ballroom—Convention Hall 


Thursday, 2-4:15 p. m. 
Chairman: Harold K. Wright, Sioux City, lowa; 


superintendent, Methodist Hospital. 


Secretary: Leslie D. Reid, Chicago; superintendent, 


Presbyterian Hospital. 


L 


THE RELATION OF INCOME TO HospitaL UseE— 
Frank J. Walter, Portland, Ore.; administrator, 
Good Samaritan Hospital; member, Commission on 
Hospital Care. 

THE Use oF CHARTS AND GRAPHS TO INTERPRET 
ADMINISTRATION—Lucille B. Wynkoop, Philadel- 
phia; statistician, Associated Hospital Service of 


Philadelphia. 


. THe AMERICAN HospitaL ASSOCIATION PROGRAM 


FoR Better Hospira, Accountinc—William H. 
Markey Jr., C.P.A., Chicago; hospital accountant, 
American Hospital Association. 


ANALYZING FINANCIAL REPorts—Joseph W. Hins- 
ley, New Orleans, La.; assistant director, Touro In- 
firmary. 


DIETETIC SECTION 
Meeting Hall A 
Thursday, 2-4:15 p. m. 


Chairman: Louis B. Blair, Columbus, Ohio; super- 


intendent; University Hospital, The Ohio State Uni- 
versity. 


Secretary: Frank S. Groner Jr., New Orleans, La.; 


superintendent, Southern Baptist Hospital. 


: 


Foop Saniration—W. L. Mallman, East Lansing, 
Mich.; director of bacteriology, Michigan State 
College. 


. THE Army’s ProcrRAM FoR Foop RrsEARCH— 


Major George Gelman, Chicago; technical director, 
quartermaster, Food and Container Institute for 
the Armed Forces. . 


Foop Contro, THroucn Cost ANALysis—Ernest 
M. Fleischman, New York City; vice president, D. 
A. Schulte, Inc. 

CURRENT ADMINISTRATIVE PROBLEMS IN THE Dik- 
TARY DEPARTMENT—Anthony J. J. Rourke, M.D., 
San Francisco; physician superintendent, Stanford 
University Hospitals. 
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MEDICAL STAFF SECTION 
Meeting Hall C 
Thursday, 2-4:15 p. m. 
Chairman: Roger W. DeBusk, M.D., Evanston, IIl.; 
executive director, Evanston Hospital Association. 
Secretary: Karl S. Klicka, M.D., New York City; 
director, Woman’s Hospital. 

1. ConTROL OF THE QUALITY OF MEDICAL CARE IN 
Hospitats—Evarts A. Graham, M.D., St. Louis; 
chairman, Department of Surgery, Washington Uni- 
versity School of Medicine; member, Commission 
on Hospital Care; and Frank R. Bradley, M.D., St. 


Louis, Mo.; superintendent, Barnes Hospital. 


. OPEN or CLoseD StTaFF—WHICH Best MEETs Pus- 
Lic NEED?—Joseph C. Doane, M.D., Philadelphia; 


medical director, Jewish Hospital. 

3. VALUE oF FuLL-TIME CuiEFs oF StaFF—Charles F. 
Wilinsky, M.D., Boston; director, Beth Israel Hos- 
pital. 

. CuRRENT PROBLEMS OF INTERN AND RESIDENT 
Traininc—Guy W. Brugler, M.D.; Cleveland; as- 


sistant director, University Hospitals. 


MEDICAL RECORDS SECTION 


Meeting Hall B 
Thursday, 2-4:15 p. m. 
Chairman: Sister Mary Reginald, R.N., Dyer, Ind.; 
superintendent, Mount Mercy Sanitarium. 
Secretary: Harold J. Hamilton, Holdrege, Nebr.; 
administrator, The Brewster Clinic and Hospital. 

. Goon MepicaL Recorps—A By-Propuct oF ApD- 
MINISTRATOR INTEREST—James L. Dack, Battle 
Creek, Mich.; administrator, Community Hospital 
Association. 

. THe Price or Ic¢norance—Emanuel Hayt, New 
York City; Hayt and Hayt. 

. PLANNING THE MepicaL Recorps DEPARTMENT— 
Frank C. Sutton, M.D., Rochester, N. Y.; medical 
director, Rochester General Hospital. 

. DEFICIENCIES IN THE FIELD oF MepicaL REcorD 
Activities—Margaret G. Arnold, R.N., Danville, 
Ill.; superintendent, Lake View Hospital. 


GOVERNMENT HOSPITAL SECTION 
Meeting Hall D 
Thursday, 2-4:15 p. m. 
Chairman: Fred A. McNamara, chief, Hospital Sec- 
tion, Bureau of the Budget, Washington, D. C. 
Secretary: Dr. A. C. Kerlikowske, Ann Arbor, Mich.; 
director, University Hospital, University of Michigan. 
1. Pusiic Hosprtat Bupcets AND PuBLic RELATIONS 
—Edward M. Bernecker, M.D., New York City; 
Commissioner of Hospitals of the City of New York. 
PusBLic HospiTats AND State LiceENsuURE—Ray M. 
Amberg, Ph.C., Minneapolis, Minn.; superinten- 
dent, University of Minnesota Hospitals. 
3. IMpRoveED HospitaL STANDARDS THROUGH CENTRAL 
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CoorDInaTion—Paul R. Hawley, M.D., Washing. 
ton; chief medical director, Department of Med. 
icine and Surgery, Veterans Administration. 
PARTICIPATION OF GOVERNMENT HospPITALs IN As. 
SOCIATION AcTivitiEs—Rear Adm. Dallas G. Sutton. 
(M.C.) U.S. N. (Ret.); director of study of gov- 
ernment hospital relations, American Hospital! 
Association, Washington, D. C. 
. Rounp TaBLe—Leader: Mr. McNamara. 

Representing the U. S. Public Health Service—Otis 
L. Anderson, M.D., Washington; medical dire. - 
tor, chief, Hospital Division, U. S. Public Health 
Service. 

Representating the Indian Service—Ralph B. Snave- 
ly, M.D., Chicago; director of health, Office of 

Indian Affairs, and senior surgeon, U. S. Public 
Health Service. 

Representing the State Hospital—William C. Cook, 
Charleston, W. Va.; treasurer, West Virginia 
Board of Control. 

Representing the County Hospital—General Manus 
McCloskey, Chicago; warden, Cook County Hos- 
pital. 

Representing the Medical Department of the U. S. 
Army—Ross Garrett, Washington; consultant to 
the surgeon general, U. S. Army. 


MOTION PICTURE FOR NUNS 
University Museum Auditorium 
Thursday, 4 p. m., October 3 


“Anna and the King of Siam” 


BANQUET AND BALL 
Crystal Ballroom—Benjamin Franklin Hotel 
Thursday, 7 p. m. 
Peter D. Ward, M.D., St. Paul, Minn.; medical super- 


intendent, Charles T. Miller Hospital, president, Amer- 
ican Hospital Association, presiding. 


1. NationaL ANTHEMS—Star Spangled Banner; God 
Save the King. 


’ 2. Invocation—The Rt. Rev. Oliver J. Hart, D.D.. 


Philadelphia; Episcopal Bishop of Pennsylvania. 
3. DINNER. 
. INTRODUCTION OF DISTINGUISHED GUESTS. 


. PRESENTATION OF HoNoRARY MEMBERSHIP AND 
CiTaTION to: Paul R. Hawley, M.D., Washington: 
chief medical director, department of Medicine 
and Surgery, Veterans Administration. 


. SPEAKER—Honorable Owen J. Roberts, Philadel- 
phia; retired Justice of the United States Supreme 
Court. 


. Music. 


. InpucTion oF JoHN H. Hayes, THE INCOMING 
PRESIDENT. 


. BeENEDICTION—The Rt. Rev. Oliver J. Hart, D.D., 
Philadelphia; Episcopal Bishop of Pennsylvania. 
. ADJOURNMENT. 
. BALL. 
DINNER AND Dance Music By LEo ZOLLo. 
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NEW DIRECTORY 


Survey Indiwates Patients 
Pay $1 a Day Below Costs 


| Spe CARE in nonprofit general 
civilian hospitals the average 
patient pays $1 per day less than 
the cost of his care. 

Total hospital expenditures for 
the year ended September go, 1945 
are computed to average $8.95 per 
patient-day according to statistics 
which will appear in the 1946 edi- 
tion of the American Hospital Di- 
rectory soon to be distributed. In- 
come from patients was computed 
to be $7.95, whereas income from 
all sources is estimated at $9.51. 

The study of general nonprofit 
hospital expense and income in this 
year’s directory is the first made in 
recent years on the wide base pro- 
vided by compilation of the Asso- 
ciation’s directory. Computations 
of expense and income were made 
from data provided by question- 
naires received from hospitals rep- 
resenting for the various items 62 
per cent to 63.5 per cent of the 
total bed capacity in registered hos- 
pitals of this category. 

On the basis of these computa- 
tions, the directory estimated total 
hospital income from all sources at 
$775,288,000 for short term non- 
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profit general civilian hospitals. In- 
come from patients represents ap- 
proximately 83.6 per cent of this 
income or $647,955,000, and 88.8 
per cent of the hospital expendi- 
tures estimated at $729,312,000. 

Users of the 1946 edition of the 
American Hospital Directory will 
find the statistical section substan- 
tially expanded. This expansion 
was made possible through the co- 
operation of the Commission on 
Hospital Care which aided in the 
coding and interpreting of the 
numerical information provided by 
the questionnaires. 

While the first edition of the 
directory in its geographical statis- 
tical study bulked all types of hos- 
pitals and provided detailed fig- 
ures only for hospitals falling in 
the general and nonprofit classifi- 
cations, the expanded material this 
year provides figures for hospitals 
according to all types of ownership 
and service for each state. Items for 
which national projections have 
been made this year include plant 


valuation and annual payroll, as 
well as the annual expenses and 
income discussed in this article. 

Studying average expenditure per 
patient day for the four size classi- 
fications into which the general hos- 
pitals are separated, it is found that 
this figure regularly increases as 
the number of beds in the hospital 
increases. The figure for hospitals 
of less than 50 beds is $7.38, which 
grades upward to $10.07 for hos- 
pitals of 250 and more beds. Aver- 
age expenditures per patient-day 
for the hospitals of 50 to 9g beds 
are computed at $7.84 and for 100 
to 249 beds, $8.70. 

Various factors operate to pro- 
duce this variation. One of these 
factors, which must be borne in 
mind, is that the costs of outpatient 
service are ‘included in the ex- 
penses; this measure of cost is re- 
lated to the inpatient count with- 
out adjustment for the volume of 
outpatient care. Other factors in- 
volved are the comparative quality 
of service rendered, varying salary 
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scales, and comparative operating 
efficiency. 

In terms of dollars the $312,206,- 
ooo expended by hospitals of 100 to 
249 beds comprises 42.8 per cent of 
the expenditures of all hospitals in 
the general nonprofit classification. 
Hospitals of 250 and more beds an- 
nually expend $280,005,000 or 38.4 
per cent of the total. Hospitals of 
50 to gg beds account for 13.4 per 
cent of the hospital expenses in this 
classification and those of less than 
50 beds spend 5.4 per cent of the 
total. 


Payroll Half of Expenses 


Regardless of their size, hospitals 
in the general nonprofit category 
find that on the average their pay- 
roll accounts for 50 per cent of 
their total expenditures. A pro- 
jected total of $365,527,000 esti- 
mated for payroll constitutes 50.1 
per cent of the projected total ex- 
penditures. 

For proprietary general hospitals 
this ratio reduces slightly to 49.5 
per cent. However, the payroll for 
non-federal, governmental general 
hospitals constitutes 56.6 per cent 
of total payroll. Other variation 
from this 50 per cent payroll for- 
mula occurs in the non-federal, 
governmental, long term general 
and special category which shows a 
percentage of 52.3; in nonprofit 
general and special hospitals of the 
long term category which show a 
ratio of 59.6 per cent, and in fed- 
eral civilian hospitals, in which 
59-6 per cent of total expenditures 
go into payroll. 

As these figures are studied it 
must be borne in mind that they 
are computed on the basis of re- 
turns for the year ending Septem- 
ber 30, 1945 and do not reflect in- 
creases in payroll and other costs 
since that time. 

The fact that payroll per patient- 
day for short term non-federal gov- 
ernmental general and special hos- 
pitals constitutes a greater percent- 
age of total expenses than is true 
in the nonprofit field is due to a 
lower total expense per patient-day, 
rather than to a higher payroll cost 
per patient-day. 

Total expenditures per patient- 
day for this governmental classifi- 
cation were computed at $7.56; for 
proprietary hospitals at $8.52, and 
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at $8.95 for voluntary hospitals. 
Payroll per patient-day was $4.28 
in this classification, as compared 
with $4.21 for proprietary hospitals 
and $4.49 for voluntary hospitals 
in the general and special classifi- 
cation. 

The regularity of ascending costs 
in correspondence with the increas- 
ing size of the hospital, found to 
exist for the nonprofit general 
group, does not extend to projec- 
tions for the non-federal govern- 
mental general hospital group. 

A 95 cent differentiation is shown 
in the $7.38 expenditure figure for 
nonprofit general hospitals of less 
than 50 beds and $8.33 figure for 
non-federal, governmental hospitals 
of the same size. While these fig- 
ures vary only slightly for hospitals 
of 50 to gg beds in the two groups 
and show 48 cents spread in hos- 
pitals of 100 to 249 beds, a wide 
variation of $2.76 is found in a 
comparison of hospitals of 250 and 
more beds. The comparative figures 
are $10.07 for nonprofit, short term 
general and special hospitals of this 
largest size and $7.56 for the non- 
federal, governmental hospitals in 
the comparable category. 


Again it should be observed that 
this pattern or lack of pattern is 
affected by impinging factors and 
does not readily lend itself to gen- 
eralized conclusions with respect to 
comparative efficiency. 

In the various classifications stud- 
ied, the highest payroll estimated 
per patient day occurs in general 
and special short term nonprofit 
hospitals of 250 and more beds, for 
which the payroll average is $5.09 
per patient day. This figure con- 
trasts with $.58 per patient day 
estimated average payroll for non- 
federal, governmental, mental and 
allied hospitals. 

Payroll per patient day for non- 
profit, mental and allied hospitals 
is computed at $2.94 and for pro- 
prietary hospitals of the same group 
at $3.92. Proprietary tuberculosis 
hospitals show an average per pa- 
tient day of $1.71 as compared with 
$2.09 for both nonprofit and non- 
federal governmental tuberculosis 
hospitals. 

Total expenditures per patient 
day for proprietary mental and 
allied hospitals are projected at an 
average of $7.65, the highest cost 


for any type of service other than 
short term general. This figure com- 
pares with $6.06 per patient day fo: 
nonprofit mental and allied hos- 
pitals and $1.12 for non-federa| 
governmental mental and _ allied 
hospitals. 


California Has Highest Costs 


A comparison of total expendi- 
tures per patient day for short term 
nonprofit general and special civil- 
ian hospitals by states shows the 
highest costs in California. Expen- 
ditures per patient day are esti- 
mated at $12.87, of which $12.16 is 
provided by patient income. In- 
come from all sources for that state 
is estimated at $13.93 per patient 
day. 

That this cost is in some measure 
attributable to wage conditions is 
illustrated by the fact that payroll 
per patient day in California in 
this classification of hospitals is 
$7.02 and further by the fact that 
projected annual payroll is equal 
to 54.5 per cent of estimated total 
expenditures. 

Scattered throughout the tables 
are examples of higher costs and 
higher payrolls, but these (with 
the exception of proprietary gen- 
eral and special hospitals in Michi- 
gan, to be discussed later) are not 
significant inasmuch as they repre- 
sent, in each case, groups of only a 
few hospitals for which projection 
was made on a limited base. 

Second in terms of total expendi- 
tures per patient day, Michigan’s 
figure is $11.10, on the basis of the 
directory projections. ‘The income 
from all sources of Michigan hos- 
pitals is placed at $10.14, showing 
an overall deficiency of 96 cents per 
patient day. Thus, income from all 
sources was equal to but g1.3 per 
cent of total expenditures and in- 
come from patients was equal to 
but 79.6 per cent of total expendi- 
tures. 

As projected in terms of dollars, 
total income from patients, esti- 
mated at $27,861,000, was $7,111, 
ooo short of estimated total expen- 
ditures of $34,972,000. 

In the case of Michigan, again 
salary levels contributed substan- 
tially to these costs. Average payroll 
per patient day accounted for $6.55 
of the $11.10 per patient day total 
expenses and payroll constituted 
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59 per cent of total expenditures. 

Expenditures by proprietary short 
term general and special hospitals 
in Michigan are computed to be 
equal to $14.26 a day of which 
$7.41 per patient day was accounted 
for by payroll. These comprise 19 
hospitals with a total bed capacity 
of 418 and with an average size of 
22 beds each. 

Rhode Island, third with $10.55 
per patient day, was also estimated 
to exceed its hospital income from 
all sources, in this case by five cents 
per patient day. Income from pa- 
tients, in the amount of $8.03, was 
equal to but 76.1 per cent of ex- 
penses. Rhode Island’s payroll per 
patient day in the general and spe- 
cial nonprofit category was $5.80 
and total projected payroll was 
equal to 55 per cent of total ex- 
penditures. 

Lowest statewide expenses per 
patient day in this category were 
recorded by the Kansas hospitals at 
an estimated $5.89. The Kansas 
payroll per patient day was $2.55 
and equal to. but 43.4 per cent of 
total expenses. 

Institutions listed in the direc- 
tory include all registered hospitals. 
The statistical section, however, 
covers only those intended for civil- 
ian use, specifically including fed- 
eral civilian hospitals. The scope of 
the directory includes the United 
States, its territories and _posses- 
sions, and Canada. The question- 
naires returned from Canada have 
not been sufficient to provide a base 
for thorough statistical study. 

Individual hospital listings are 
carried substantially with the same 
information as provided in the first 
edition except that the listing for 
each city shows in which county it 
is located. Information with respect 
to state agencies, organizations and 
schools is substantially in the form 
previously provided. 

Again the directory provides de- 
tailed information with reference 
to the American Hospital Associa- 
tion, containing listings of officers 
and trustees, councils and commit- 
tees and the House of Delegates. 
Personal members are listed alpha- 
betically as well as being indicated 
in individual hospital listings. In 
this edition, states are listed in 
their alphabetical sequence rather 
than according to geographical 
regions, 
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HIGH OCCUPANCY RATES are related to size of hospital and to 
bed shortage. Some states have low occupancy rates because they 
have small hospitals, not because they do not need all their beds. 
(Data from the 1946 hospital number of the journal of the A.M.A.) 


RELATIVE PERCENTAGE OCCUPANCY is the per cent ratio of the 
actual to the normal occupancy rate. New England and the Plains 


States have most crowded hospitals. Compare this with other map. 


T HAS BEEN commonly assumed 
[ that there is a normal occu- 
pancy rate for all general hospitals. 
The normal rate has most fre- 
quently been held to be about 80 
per cent. This broad assumption 
has led to misinterpretation of low 
occupancy rates in some states and 
particularly in small hospitals. 

There is no one occupancy rate 
which can be said to be normal for 
all hospitals. Normal rates vary 
according to size and type of hos- 
pital. Small hospitals usually have 
lower occupancy rates than large 
hospitals. In has also been observed 
that long-stay (chronic, nervous 
and mental, and tuberculosis) hos- 
pitals have higher occupancy rates 
than short-stay (maternity and 
acute illness) hospitals. 
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It must be recognized, of course, 
that any hospital which is too small 
to meet the needs of its community 
might have a high rate of occu- 
pancy; and that a hospital much 
too large for its community will 
have a low rate of occupancy. It 
must be recognized also that occu- 
pancy rates of all hospitals, regard- 
less of size, are affected by changing 
economic conditions. But this ar- 
ticle is not concerned particularly 
with the above conditions. Rather, 
its primary purpose is to show that 
size of hospital, as measured by the 
average daily census, is a very im- 
portant factor in determining nor- 
mal percentage occupancy. 


A small hospital exactly large 
enough to meet peak demands will 
have a lower occupancy rate than 
a large hospital exactly large enough 
to meet peak demands. 

A general hospital should have 
sufficient beds to meet day-to-day 
and seasonal variations in demand 
for care. If a hospital is to serve its 
community adequately, it should 
neither turn patients away nor use 
room and hall space not constructed 
for patient use. Yet, hospitals can- 
not be expected to maintain a large 
number of reserve rooms to mect 
unpredictable demands which re- 
sult from epidemics or catastro- 
phes. Ideally, a’ general hospital 
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should have enough beds so that 
under. normal conditions it would 
be completely filled on only one or 
two days during the year. 


A normal occupancy rate, there- 
fore, is the maximum rate which 
will just enable a hospital to meet 
peak demands for service at any 
time of the year. 


A complete understanding of the 
factors in this problem involves a 
knowledge of the laws of probabil- 
ity which govern the games of 
chance as well as many everyday 
phenomena of living. It is not nec- 
essary here, however, to go into a 
long discourse on the theory of 
probability. It need only be stated 
that the application of this theory 
has led to the discovery that the 
square root of the average daily 
census of a general hospital is a 
practical device for measuring the 
probable variation in the daily 
census of any size hospital. ‘The 
range, from high to low, in the 
number of beds occupied in the 
course of a year will be about eight 
times the square root of the average 
daily census. It is quite improbable 
that the number of beds occupied 
on any one day will go above or 
below the average more than four 
times the square root of the average. 


For example, in a hospital with 
an average daily census of 16 pa- 
tients, the range in the daily cen- 
sus will be from o to 32 patients 
(16 + 4 V 16). Between these ex- 
tremes the number of beds occu- 
pied by days will follow approxi- 
mately the normal curve. In this 
case the normal occupancy of the 
32-bed hospital is 50 per cent (16 
divided by 32). If the average oc- 
cupancy rate should go higher, 
chances are that the hospital would 
be forced to turn patients away or 
to overcrowd the hospital a few 
days during the year. 

In larger hospitals normal occu- 
pancy rates, calculated in the same 
manner, will be higher. As the size 
of a number increases, its square 
root becomes proportionately 
smaller. For example, consider a 
hospital having an average daily 
census of 256 patients. In order to 
meet peak loads this hospital would 
need 320 beds (256 + 4 V 256). The 
normal occupancy rate in this case 
is So per cent. (256 320). 

in this discussion, we have as- 


SEPTEMBER 1946, VOL. 20 








TABLE I—THEORETICAL RELATION OF PERCENTAGE OCCUPANCY 
TO SIZE OF HOSPITAL 








Expected 
Average 
Daily 
Census 
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Square 

Root of 
Average 

Daily 


Census 


Estimated Beds Needed 


High Level 
Occupancy Occupancy 
C+4vC 34 v3C 


Low Level 


Percentage 
Occupancy 
High 
Level 


Low 
Level 





9 21 
16 32 
25 45 
36 60 
49 77 


64 96 
81 
140 


18 42.9 50.0 
28 50.0 57.1 
40 55.6 62.5 
54 60.0 66.7 
70 63.6 70.0 


72.7 
75.0 
76.9 
78.6 
80.0 


88 66.7 
69.2 
71.4 
73.3 
75.0 


76.5 
77.8 
78.9 
80.0 
83.3 


81.3 
82.4 
83.3 
84.2 
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86.2 89.3 
87.1 90.0 
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THIS CHART shows a close correspondence 
between actual average and theoretical oc- 
cupancy rates. It also shows that hospital 
size, as measured by average daily census, 
is important factor in percentage occupancy. 
High level theoretical occupancy rates are 


based on number of beds equal to average 
census plus 3 times square root of this census. 
Low level theoretical rates are based on a 
number of beds equaling the average census 
plus 4 times the square root of this census. 
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sumed that a hospital should have 
an average number of vacant beds 
equal to about four times the 
Square root of the average daily 
census. This is not a rigid mathe- 
matical law. Some hospitals will 
find that they can have higher oc- 
cupancy rates without great incon- 
venience. If a hospital is willing to 
operate under crowded conditions 
seven to ten days each year, a mar- 
gin of vacant beds equal to about 
three times the square root of the 
average census will be sufficient. 
Under such conditions, the hospital 
may be said to have a high level of 
occupancy; whereas, with a margin 
of beds equal to four times the 
square root of the average census, 
the hospital would have a low level 
of occupancy. 


Table I shows the high and low 
level occupancy rates of hospitals 
of varying sizes. The accompanying 
chart illustrates the same data. Ob- 
viously, there is a close relationship 
between size of hospital and per- 
centage occupancy. The rate of oc- 
cupancy falls very fast as the hos- 
pital under 100 beds decreases in 
size. 


Our theoretical assumptions can 
be compared with actual hospital 
experience. Let us first consider ac- 
tual occupancy rates in American 
Medical Association registered gen- 
eral hospitals for the years 1940 and 
1945, Classified by the size of the 
hospital. 


Table II shows that in both years 
large hospitals had higher occu- 
pancy rates than small hospitals; 
that the occupancy rates of 1940 
follow almost exactly the theoreti- 
cal rates of the formula based on 
four times the square root of the 
average census; and that in 1945, as 
is to be expected, occupancy rates 
were higher than in 1940. During 
this same period the number of hos- 
pital beds per hospital increased 
from 91.5 to 101.9, and the average 
daily census from 63.6 to 76.2 per 
hospital. The number of civilian 
general hospitals remained approxi- 
mately constant at just slightly over 
4,000. No allied special hospitals 
were included. 

In the interpretation of these 
data it should be remembered that 
the number of beds reported to the 
American Medical Association rep- 
resent bed complements—not nor- 
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mal capacities. When demand for 
beds increases many hospitals are 
able to expand their bed comple- 
ments (actual number of beds in 
use) without building additional 
rooms. If the percentage occupancy 
figures of Table II were based on 
bed capacities, a much greater dif- 
ference between 1940 and 1945 
occupancy rates would prevail. 

Table III shows actual occupancy 
rates of general hospitals in each 
state for 1940 and 1945 as compared 
with expected low level theoretical 
rates. The rates expected are ad- 
justed to the size distribution of 
hospitals in 1945 and the low level 
rates to the size distribution of hos- 
pitals in 1940. The obvious conclu- 
sion to be drawn from this table is 
that many states have low occu- 
pancy rates because their hospitals 
are small and not because they have 
more beds than they need. (See 
Figures 2 and 3.) 

The South Haven Hospital at 
South Haven, Michigan, kept com- 
plete day-by-day occupancy records 


for a period of 730 days from Ocio- 
ber 1, 1943, to September 29, 1945. 
Data on the hospital’s 32 general 
medical and surgical beds were an- 
alyzed. Data on the remaining eight 
beds were not available. The aver- 
age daily census was 23.4. The 
square root of the average census 
was 4.8. The South Haven Hospital 
was crowded during this period be- 
cause it had an occupancy rate of 
73.1 per cent, considerably higher 
than the 50 per cent low level rate 
and the 54.5 per cent high level 
rate expected for a 32 bed hospital. 

A normal curve fitted to the 
South Haven data shows that a 
margin of vacant beds equal to 
about three times the square root 
of the average census giving the 
hospital a total of 38 beds would 
have been sufficient. There are two 
reasons for this: (1) only one major 
department of the hospital is in- 
volved; and (g) the seasonal varia- 
tion of the daily census is low be- 
cause of a large influx of summer 
residents. 





TABLE II—OCCUPANCY RATES BY SIZE OF HOSPITAL 
UNITED STATES, 1940-1945 
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Hospitals 


Average Number 
ae of Beds per Hospital 


Theoretical 
Percentage 
Occupancy 
High 


Level 


Actual 
Percentage 
Occupancy 

1940 1945 Low 
Level 





All Hospitals 91.5 101.9 
Under 10 16.4 16.3 
10-19 28.9 25.8 
20-29 43.6 37.7 
30-39 57.2 50.4 
40-59 75.3 66.6 
60-79 101.2 93.1 
80-99 127.2 115.5 
100-139 165.9 151.1 
140-199 221.2 209.9 
200-299 301.2 295.1 
300-499 473.8 460.7 
500-799 767.6 752.7 
800-Up 1983.3 2303.6 





Source: Based on data for civilian general hospitals, registered and reported by the American 
Medical Association Hospital Numbers, 1941 and 1946. No federal hospitals were included. 
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77.0 70.2 75.9 
78.6 73.1 78.4 


69.4 
35.4 
47.6 
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67.8 
69.5 
70.8 
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79.9 
82.3 
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76.3 81.2 
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86.3 89. | 
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69.9 
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The South Haven data suggest 
that the high level formula based 
on three times the square root of 
the daily census might be most ap- 
plicable to departments of hospi- 
tals; whereas the low level formula 
based on four times the square root 
of the average daily census might 
be most useful in estimating ex- 
pected occupancy of hospitals taken 
as a whole. 

A third test of the formula was 
based upon data covering a 16- 
year period for the Louisville Gen- 
eral Hospital, Louisville, Ken- 
tucky. During this period no signi- 
ficant long term trend, upward or 
downward, in the average daily 
census was observed. However, the 
average daily census was highest in 
the depression years and lowest in 
the war years. This is a city hospital 
which is used principally for low 
income and indigent patients. The 
following data, available for each 
year, were averaged for the 16-year 
period as follows: 

Average annual daily 

census 
Average annual maximum 

Ty OO 474 
Average annual minimum 

daily census —.................... 333 

The average margin of vacant 
beds (difference between the maxi- 
mum daily census and the average 
daily census) was 71 or about three 
and a half times the square root of 
the mean census. The length of 
stay in this hospital was about 12.8 
days—somewhat longer than for a 
typical general hospital. Long-stay 
hospitals have less day-to-day varia- 
tion than do short-stay hospitals. 

The most significant implication 
of the foregoing discussion is the 
effect on relative bed needs in dif- 
ferent parts of the country. Sparsely 
settled rural states will, of course, 
have hospitals much smaller on the 
average than the densely settled 
urban states. Observed prevailing 
occupancy rates by states reflect 
mainly size of hospitals and only to 
a small degree the underlying eco- 
nomic factors. 

For instance, in 1940, general 
hospitals of the mountain states 
had an average occupancy rate of 
60.7 per cent. This low occupancy 
rate was almost entirely associated 
with the size of hospitals because 
the occupancy rates in each size 
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group were almost the same as 
those in the corresponding size 
groups in the nation as a whole. A 
similar situation prevails in south- 
ern states where the size of hospitals 
is small and the occupancy rate is 
low. 

A second important implication 
of this analysis is the fact that the 
small hospital, because of low occu- 
pancy, must necessarily have high 
costs per bed if it is to provide high 
quality hospital care. Overhead 
costs, such as depreciation, manage- 
ment, nursing, staff, janitor service, 
and the like, continue regardless of 
fluctuations in the daily census. 
Therefore, statistics which show 
low costs in small hospitals with 
average occupancy rates may indi- 
cate low quality care. The forego- 
ing chart shows a rapid decline in 
the expected occupancy rate as 
hospitals decrease in size under 100 
beds. This fact constitutes a strong 
argument against building small 
hospitals. 


A third significant implication of 
this study has to do with the de- 
partmentalization of hospitals. Seg- 
regated or specialized departments 
whose beds cannot be used inter- 
changeably, insofar as estimating 
the occupancy rate is concerned, 
must be treated as separate units. 
The more segregation there is, the 
lower will be the overall occupancy 
rate. An average daily census of 100 
patients in four segregated units 
would call for 180 beds; in two 
units, 156 beds; and with no segre- 
gation, only 140 beds. Similarly, it 
can be shown that a single room 
system, being more flexible than 
large ward systems, is conducive to 
high occupancy rates. By the same 
token racial segregation in hospi- 
tals calls for more beds than would 
otherwise be necessary. 


Finally, it may be pointed out 
that the occupancy formula may be 
used to determine when and the de- 
gree to which a hospital is over- 
crowded. If the average daily cen- 
sus is greater than what the formula 
indicates is normal, then the hos- 
pital is crowded to that extent. 
Thus, the formula may serve as a 
pressure gauge for determining 
need for hospital expansion. 





The suggestions and criticism of mem- 
bers of the technical staff of the Commis- 
sion on Hospital Care are acknowledged 
by the author. 








TABLE III—ACTUAL AND EXPECTED 
OCCUPANCY RATES FOR CIVILIAN 
GENERAL HOSPITALS 
UNITED STATES AND EACH STATE; 
1940 and 1945 

Percent. Percent. 
State Occupancy Occupancy 
1940 1945 

Actual Expected Actual Expected 

uw S$. .... 69.4 71.2 74.8 72.9 
a ...... 60.1 66.6 66.7 68.3 
ee ..... 62.2 62.7 63.4 64.3 
A uu 55.3 65.3 71.2 66.3 
Calif. ... 70.6 76.5 75.5 76.3 
Colo. .... 60.1 68.6 74.7 69.6 
Conn. ... 70.4 73.7 76.1 77.5 
D. C. ... 76.3 825 79.9 778 
hs .... 59.8 70.1 67.2 72.4 
ee. 55.9 67.5 67.9 68.2 
Ga. ...... 62.4 68.2 69.7 67.7 
Idaho ... 65.8 60.7 64.7 62.4 
eS 72.0 75.3 79.0 76.0 
_ | 68.4 72.0 78.0 72.6 
lowa _.. 63.2 67.2 77.5 69.9 
Kans. ... 60.8 64.6 78.5 69.0 
es. 62.1 68.6 72.1 70.3 
TU cries 75.2 81.8 66.0 79.2 
Maine . 72.5 66.9 76.2 67.7 
Md. . 75.5 79.4 76.9 76.3 
Mass. ... 71.0 75.1 70.7 77.1 
Mich. ... 67.9 72.5 75.0 73.5 
Minn. _.. 70.7 70.8 80.4 71.2 
Miss _ 50.3 56.9 61.2 60.5 
Mo. _. 70.0 74.8 75.4 75.2 
Mont. ... 64.0 63.5 68.5 64.7 
Neb. ._... 58.6 67.4 75.7 68.9 
Nev. .... 67.1 62.6 69.1 68.3 
N. H. ... 64.8 63.9 68.3 65.8 
MJ... 728 43 42° 
N. M. ... 45.3 53.7 55.3 56.6 
N. ¥. ... 79.3 788 758 767 
N. C. ... 66.4 65.7 73.9 69.0 
N. D. ... 60.9 63.2 73.7 66.6 
Ohio _.. 72.4 75.5 79.6 76.4 
Okla. ... 53.7 61.2 62.8 64.8 
Ore. ..... 66.3 67.7 73.8 70.6 
Penna. . 71.4 76.3 76.1 76.4 
ot 72.9 75.9 76.8 79.9 
S. C. _.. 69.8 68.4 69.2 69.4 
> ..... 59.8 60.7 74.3 65.2 
Tenn. _.. 65.9 72.6 77.2 72.2 
Texas _. 59.5 65.6 71.3 68.2 
Utah __. 65.2 69.5 69.3 71.0 
69.1 64.5 79.1 66.9 
| ne 68.5 68.5 74.9 71.5 
Wash. ... 67.1 69.7 79.0 73.0 
W. V. _.. 62.4 67.4 71.8 69.8 
ae 65.4 70.0 77.8 72.0 
Wyo. _. 49.1 57.2 62.2 61.3 
Source: Based on data for civilian general 
hospitals registered and reported by the 
American Medical Association Hospital num- 
bers, 1941 and 1946. Expected rates based on 
normal occupancy rates and size of hospitals. 
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AS PART of their educational 


experience in 


rural nursing, 


senior cadets from urban areas 
participate in obstetric service. 


Experrmental Linking of 


RURAL HOSPITAL 
and 


NURSING SCHOOL 


T HAS BEEN SAID that some of the 

greatest advances in nursing and 
nursing education have come out 
of war situations. What advances in 
nursing education will come out 
of World War II? Will there be 
a better distribution of nurses? 
Will educational resources uncov- 
ered during the emergency be uti- 
lized in the preparation of nurses? 
Will hospitals and communities 
never before participating in a 
nursing education program make 
a contribution now and continue 
to receive some of the benefits ac- 
crued during the war? 


These are some of the questions 
in the minds of nurse educators, 
hospital administrators, and of 
those who participated in the estab- 
lishment of senior cadet programs 
in various fields of nursing. 


In July 1944, through the joint 
cooperation of the Michigan Board 
of Registration of Nurses, the W. K. 
Kellogg Foundation, several rural 
hospitals affiliated with Southwest- 
ern Michigan Hospital Council, 
and a number of schools of nursing, 
general policies were formulated 
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STELLA C. WARFIELD, R.N. 
COORDINATOR, SENIOR CADET PROGRAM, 
SOUTHWESTERN MICHIGAN 
HOSPITAL COUNCIL 
for the organization and adminis- 
tration of a three month senior 


‘cadet experience in small hospitals 


located in rural areas. 

Although the general purpose of 
the program was to provide nursing 
service, the planning committee 
had two long range objectives in 
mind: first, to interest the student 
to return to the.rural area to work 
as a graduate nurse; second, to de- 
velop a program in rural nursing 
which might be a first step toward 
a planned experience for senior 
nursing students. 

General control of the program 
was vested in a senior cadet com- 
mittee from the Southwestern 
Michigan Hospital Council. The 
plan also provided for a nursing 
advisory committee from outside 
the area which served in a consult- 
ant capacity to the senior cadet 
committee and to the coordinator 
of the program. The policies for- 
mulated by the joint committee 
were concerned chiefly with selec- 


tion of hospitals for student experi- 
ence, articles of agreement between 
rural hospitals and schools of nuvs- 
ing, duties and responsibilities of 
the nurse co-ordinator, and statc- 
ment of objectives upon which io 
build an adequate program. 

The criteria used for selecting a 
rural hospital for senior cadet pro- 
gram was much the same as that 
applied to a school of nursing. 
Eight hospitals were approved by 
the Michigan Board of Registra- 
tion of Nurses. They ranged in size 
from 20 to 70 beds. The hospitals 
were located in Allegan, Grand 
Haven, Hastings, Hillsdale, Hol- 
land, Marshall, South Haven and 
Sturgis. A description of the Hills- 
dale Community Health Center is 
a good illustration of the type of 
hospital used. 

The present Hillsdale Hospital, 
known as Hillsdale Community 
Health Center, is the outgrowth of 
numerous attempts on the part of 
the community to provide adequate 
facilities for the care of patients re- 
quiring hospitalization. The build- 
ing is a modern, three story, brick 
structure situated in the center of 
a six-acre plot of ground in the 
southwest corner of Hillsdale. It 
has capacity for 70 patients, includ- 
ing adults and children, plus 20 
bassinets. 


The hospital is approved by the 
American College of Surgeons and 
is an institutional member of the 
American Hospital Association. It 
is a municipal hospital controlled 
by a board of trustees appointed 
by the mayor. The hospital is sup- 
ported through patient’s fees, tax 
funds, gifts and donations. Hos- 
pital service is offered in four major 
divisions—medical, surgical, obstet- 
ric and pediatric. Diagnostic facili- 
ties such as laboratory and x-ray 
also are provided. The obstetrical 
patients are segregated entirely 
from the other patients. The chil- 
dren’s ward is on the medical and 
surgical floor. The nursery occu- 
pies a three room suite off the ma- 
ternity floor. Physical facilities for 
the care of patients are adequate 
and convenient. Utility room facili- 
ties are adjacent to each room, 
which enables the nurses to econo- 
mize on time and effort. 


The experience for senior cadets 
was designed to cover a period of 
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three months and the overall objec- 
tive was to broaden the outlook of 
the nurse and to give her an over- 
view of the ways in which rural 
communities were meeting the 
health needs of the people. 

Nursing practice and instruction 
were given in an eight hour day, 
six days per week. Directors of the 
nursing service had general super- 
vision assisted by supervisors in the 
various divisions of the hospital. 
The hospital provided the cadet 
nurses with complete maintenance 
and paid the specified monthly 
stipend. 

The senior cadet nurse commit- 
tee of the hospital council recog- 
nized the need of a nurse coordina- 
tor to assist with the administra- 
tion, teaching and supervision of 
the program in all participating 
hospitals. It was her responsibility 
to recruit senior cadets from schools 
of nursing in urban areas and to 
place them in rural hospitals which 
would provide additional educa- 
tional experiences as well as help 
to meet the desperate nursing short- 
age. The coordinator assisted the 
directors of nursing service in plan- 
ning the education program, teach- 
ing and supervising the nurse ca- 
dets, and interpreting the program 
to the staff nurses. 

In addition to experience in the 
hospital, senior cadets had an op- 
portunity to observe the activities 
of the county health department. 
The cadets visited the health de- 
partment, had conferences with 
various members of the staff and 
made visits with the public health 
nurse and public health engineer. 
When possible, this experience was 
coordinated with patients whom 
the cadets had cared for in the hos- 
pital. Public health experience was 
planned on the basis of giving the 
senior cadets a picture of family 
and community health service and 
education. The experience served 
to reenforce the basic concepts of 
the social and health aspects in 
nursing. 

At the end of 15 months, an 
evaluation of the program by the 
nurse coordinator under supervi- 
sion of a nurse consultants commit- 
tee, revealed that go per cent of the 
students enjoyed their experience 
in rural nursing and thought such 
a program should be required in 
the basic education of every nurse. 
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IN REPLY to inquiries concern- 
ing cost of the nursing program, 
John MacRitchie, administrator 
of Hillsdale (Michigan) Com- 
munity Health Center, advises: 
“Our budget for the first 12 
months was placed at $6,o00o— 
the W. K. Kellogg Foundation 
furnishing $3,000 and the eight 
participating hospitals $3,000. It 
was our thought that if this pro- 
gram was continued the _ hos- 
pitals could easily take over the 
entire budget, as our experi- 
ence proved that this could be 
financed at approximately $675 
per hospital. The salary of the 
nurse coordinator was $3,000, 
and I believe $300 per month, 
or $2,400 yearly, would be ample 





FINANCING THE JOINT PROGRAM 


to take care of all other ex- 
penses, including travel, hotels, 
and the like. 

“This, of course, was a pro- 
gram of hospitals located fairly 
close together, none being more 
than go miles from another. I 
believe one coordinator can eas- 
ily supervise a program for 10 
rural hospitals. 

“I can see no reason why this 
exact program cannot be adapted 
to any student nursing program. 
It would be a matter of the 
schools of nursing cooperating 
with the rural hospitals and be- 
ing assured that their students 
were receiving a worthwhile ex: 
perience under competent super- 
vision. 








The remaining 10 per cent thought 
it should be available on an elec- 
tive basis. 

Ninety per cent of the students 
expressed a feeling of satisfaction 
with their experience in public 
health activities and said they had 
learned much about the health 
needs of people living in rural 
areas. Twenty-five per cent of the 
students selected this experience to 
prepare them to work in rural hos- 
pitals located in their home towns. 
Twelve per cent joined the staffs of 
hospitals in which they gained their 
experience. Sixty-five per cent said 
they would like to work in a rural 
hospital and live in a rural com- 
munity after graduation. 

The hospitals participating in 


‘ the program realized benefits in ad- 


dition to nursing service. These 
were expressed in terms of higher 
morale in the nursing staff and 
other personnel and improvement 
in standards of nursing care. Per- 
sonnel policies and practices were 
changed in some instances and 
more cooperative relationships were 
established between the hospital 
and other community agencies 
dealing with health problems. 
Conclusions based on_ general 
findings seem to indicate: first, that 
the rural communities participat- 
ing in this project are rich in edu- 
cational resources for an affiliation 
in rural nursing; second, that stu- 
dents would be interested in this 
type of rural nursing experience if 


it were planned in relation to their 
educational needs; third, that the 
rural hospitals recognize the value 
of the contribution of the students 
in maintaining a high quality of 
nursing service. 

The extent to which schools of 
nursing education become inter- 
ested in providing experience in 
rural areas remains to be seen. 

At the present time rural hospi- 
tals do not have nurses qualified to 
participate in an educational ex- 
perience for basic nursing students. 
Qualified personnel is basic to an 
educational program. Such persons 
could be attracted to small hospi- 
tals providing in-service education 
of staff, consultant service, demo- 
cratic administration and satisfac- 
tory personnel policies and prac- 
tices. If rural hospitals really want 
to make a contribution to nursing 
education, it would be well for 
each hospital to study the effects 
of present personnel policies and 
practices with a view toward select- 
ing qualified persons, directors of 
nurses and nurse supervisors, to do 
specific jobs. 

The availability of students for 
an affiliation in rural nursing will 
depend largely upon the curricu- 
lum of the home school. There is 
a definite trend in basic nursing 
education to give students opportu- 
nities in a wide range of experi- 
ences including experience in rural 
areas. 
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Available Soon: 


PLANNING REVIEW 
Sik VICE 


ROUND a conference table in a 
A community hospital are seated 
12 persons. Before them are copies 
of blue prints and various sheets 
containing miscellaneous data with 
respect to the current hospital, the 
community and a new building, 
which is obviously under discus- 
sion. To one side is a court stenog- 
rapher recording the discussion. 

Among the persons at the confer- 
ence table are the hospital’s admin- 
istrator, its building committee, its 
superintendent of nurses, architect 
and hospital consultant. The other 
five members of the conference are 
hospital administrators, some from 
other parts of the state and others 
from more distant locations. 

These administrators comprise a 
panel which has been provided 
under the functions of the Hos- 
pital Planning Review Service of 
the American Hospital Association. 
This conjectural scene is set in 
early 1947 and is meant to picture 
one of the first of such conferences 
to be arranged by the new service. 

The members of the panel had 
been selected by the administrator 
and his building committee from a 
list of 25 available persons pro- 
vided by the Association. These 25, 
had been picked from a list of sev- 
eral hundred as those who geo- 
graphically and on the basis of 
their previous experience seemed 
most likely to be familiar with the 
problems of this community. 

At the beginning of their session, 
the problems of the community 
and the existent hospital had been 
discussed for the benefit of the 
panel by the hospital officials and 
their architect. The pertinent data 


Prepared for the Council on Hospital 
Planning and Plant Operation by Roy Hu- 
denburg, secretary. 
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for this discussion had been col- 
lected by the hospital in accor- 
dance with a data sheet provided 
by the Review Service and had 
been studied by the members of 
the review panel prior to coming to 
the meeting. 

As the meeting progressed, each 
proposed part of the new hospital 
was discussed in detail, following 
an agenda that had been prepared 
in advance. At the end of the ses- 
sion, pertinent conclusions would 
be summarized by various members 
of the panel. 

Later a full stenographic report 
of the proceedings, provided by the 
subscribing hospital, would be re- 
turned to them by the Association 
with a complete indexing of discus- 
sions and conclusions. This steno- 
graphic record would constitute 
the Review Service report to the 
subscriber for the use of its com- 
mittee and its architect. 

In contracting for this service, 
the subscriber hospital acknowledg- 
ed its understanding that all re- 
commendations and_ expressions 
made by panel members were made 
as their own personal beliefs and 
that the Association assumed no re- 
sponsibility for such opinions. The 
subscribing hospital had agreed to 
choose panel members from a. list 
submitted, to pay a specific fee for 
the service provided and to pay all 
traveling and living expenses for 
the panel members and an Asso- 
ciation representative in connec- 
tion with the Planning Review 
Service. Expenses for stenographic 
reporting were also paid by the sub- 
scribing hospital. 

The review meeting would run 
for two full days for which the sub- 
scribing hospital would pay $1,300, 








which included fees to the pane] 
members. If three persons had been 
selected instead of five by the hos- 
pital, the fee would have been $900. 
Transportation and other expenses 
incurred by panel members woul: 
be extra. 

The Hospital Planning Review 
Service, as authorized by the Asso- 
ciation’s Board of Trustees at its 
last meeting, will operate substan- 
tially as discussed in the foregoing 
paragraphs. 

Basic details of the Service were 
worked out earlier in the year by a 
committee of the Council on Hos- 
pital Planning and Plant Opera- 
tion. Chairman of this committee is 
James McNee of St. Luke’s Hospi- 
tal, Duluth, Minn. Other members 
of the committee include: The Rev. 
John W. Barrett, Harold A. Grimm, 
V. M. Hoge, M.D., F. Ross Porter 
and Harold K. Wright. 

With minor recommendations 
for amendment, the plan as pro- 
posed was ratified at the June meet- 
ings of the Council and the Coor- 
dinating Committee. 

As a first step in establishing this 
service, the Association will shortly 
circulate its personal membership 
requesting the cooperation of those 
who feel themselves qualified to act 
on Review Service panels. ‘Those 
who respond to this invitation will 
comprise the roster of talent avail- 
able for participation in Review 
Service activities. 

As adopted, the program pro- 
vides that the following qualifica- 
tions will be necessary for inclu- 
sion in the roster: 

Active engagement in hospital adminis- 
tration; in a supervisory capacity for 
groups of hospitals, or in special capacities 
in governmental or similar health agen- 
cies; Five year’s experience in one or more 
of these capacities; Substantial participa- 
tion in the planning of at least one hos- 
pital construction project of such scope as 
to include the major departments or fa- 
cilities generally embraced in hospital 
structures; and 

Personal membership in the American 
Hospital Association or the status of vot- 
ing representative of an active institutional 
member. 

The Hospital Review Service 
Committee has been delegated to 
prepare necessary forms in connec- 
tion with the service. These will in- 
clude a comprehensive check list 
now in preparation. Current indi- 
cations are that the service can be 
made available early next year. 
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ae AMERICAN HOSPITAL ASSOCI- 
ATION pension plan providing 
retirement income for the em- 
ployees of voluntary hospitals is 
now open for enrollment to hospi- 
tals interested in providing such 
benefits for their employees. ‘This 
program, developed by the Associ- 
ation through its Pension Commit- 
tee, is being offered by the National 
Health and Welfare Retirement 
Association. 

At a meeting in Chicago in No- 
vember 1945, details of the program 
and the plans for offering it to mem- 
ber hospitals were outlined to the 
House of Delegates by the Pension 
Committee and the Board of Trus- 
tees, following approval by the 
delegates and instruction to proceed 
with plans as then outlined. The As- 
sociation now announces that hospi- 
tals may enroll. 

The nationwide demand for em- 
ployees inevitably has resulted in a 
critical approach to employment on 
the part of many workers. Hospitals 
have retained a nucleus of loyal em- 
ployees who have understood the 
financial circumstances of hospitals 
and the intangible values of em- 
ployment there. Many potential em- 
ployees, however, critically analyze 
the material advantages in any type 
of employment and, as a result, have 
been quick to point out deficiencies 
in hospital employment. 

Throughout the hospital field 
there has been a marked increase in 
salaries and a general examination 
of personnel practices which might 
be adjusted to attract employees 
from the short labor market in or- 
der to meet the heavy demand on 
hospitals for service. Administrators 
have been studying vacation and ill- 
ness allowances, hours of work per 
week, work schedules and, signifi- 
cantly, retirement provisions. 

When it was enacted in 1935, fed- 
eral social security legislation pro- 
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EXECUTIVE DIRECTOR, AMERICAN HOSPITAL ASSOCIATION 


viding old age and survivors’ insur- 
ance benefits for employees in in- 
dustry was considered as almost 
radical by many conservative indi- 
viduals. 

After nearly 10 years of operation 
of this program, the average low in- 
come worker, entitled to federal 
benefits through deductions im- 
posed on both his and the employ- 
er’s incomes, is only now realizing 
the value of benefits provided. Em- 
ployees are becoming increasingly 
hesitant to leave employment which 
will interfere with the accumulation 
of benefits. Employee groups which 
are not now covered are showing a 
marked interest in an extension of 
the benefits provided under the So- 
cial Security Act. 

There has been much discussion 
as to whether the employers of non- 
profit organizations might have 
been included under the Social Se- 
curity Act if sufficient effort had 
been extended at the time the law 
was enacted. Whatever the circum- 
stances were, the employees of non- 
profit organizations—including em- 
ployees of voluntary hospitals—were 
exempt at that time and hospital 
administrators accepted such ex- 
emption with some relief. Hospital 
income was low and the tax on em- 
ployers seemed burdensome in the 
early thirties in view of the diff- 
culty in balancing voluntary hos- 
pital budgets. There was also 
apprehension that the employer’s 
contribution might be a precedent 
for further taxation of voluntary 
hospitals. 

Present financial circumstances of 
most hospitals seem to make em- 
ployee contribution to a federal 
program much less burdensome 
than 10 years ago. Later amend- 
ments to the Social Security Act 


providing that employer and em- 
ployee contributions should be de- 
posited in a separate trust fund seem 
to have removed all question that 
contribution to federal old age 
and survivors’ insurance programs 
by nonprofit organizations would be 
considered a precedent for other 
types of taxation. 

Dr. Donald Smelzer, representing 
the American Hospital Association, 
testified before the Ways and Means 
Committee of the House of Repre- 
sentatives early in 1946 urging that 
employees of nonprofit hospitals be 
included under the federal pro- 
gram. This recommendation, how- 
ever, was not embodied in amend- 
ments to the Social Security Act and 
certainly no such amendment can 
now be enacted before 1947. 

With no immediate prospect for 
amendment of the Social Security 
Act, with employees desiring pen- 
sion benefits and with hospitals in- 
terested in providing employment 
conditions comparable to industry, 
it seemed imperative to develop a 
pension program for voluntary hos- 
pital employees that would provide 
benefits at least comparable to those 
under the federal program. Further- 
more, industry has found it desir- 
able to have a plan to supplement 
social security benefits if and when 
they became available. 

The essential features of the asso- 
ciation’s pension plan are as fol- 
lows: 

1. Employees of a hospital are 
eligible if they have attained age 25 
but not age 65 and if they have had 
at least one year of service. At least 
75 per cent of the eligible employees 
of a hospital must enroll before the 
plan can be put into effect. After 
the plan has become effective, all 
new employees will be required to 
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enroll as a condition of employment 
and will participate in the plan as 
soon as they become eligible. 

2. Through joint contributions 
from both the hospital and the em- 
ployee a retirement benefit is pur- 
chased each year for each employee 
covered. The accumulated retire- 
ment benefits are used to provide a 
monthly income for the employee 
after retirement. 

3. An employee’s retirement bene- 
fit will normally begin at age 65 
but he may have his retirement 
benefit begin in a reduced amount 
on the first day of any month after 
he has attained age 55. If an em- 
ployee remains in service after his 
normal retirement age, contribu- 
tions cease and his retirement bene- 
fit commences as if he had retired. 


Recognize Service 


4. As a member of the plan, an 
employee pays approximately 3 per 
cent of his earnings and the hospi- 
tal pays aproximately 5 per cent. 
The hospital is urged to make pro- 
vision for service rendered by older 
employees prior to its entrance into 
the plan, in which event the hos- 
pital will pay a substantial addi- 
tional amount. 

5. The normal form of retire- 
ment benefit provides an income 
for life with a further provision 
that if the employee should die 
after retirement before having re- 
ceived payments equal in amount 
to the total of his own contributions 
plus credited interest at the rate of 
2 per cent, the balance will be paid 
to his beneficiary. 

6. Under certain circumstances 
an employee may elect an optional 
form of retirement benefit. The 
form which provides the largest re- 
tirement benefit has no death bene- 
fit in case of death after retirement. 
A second form provides a smaller 
retirement benefit payable for life, 
but in any event, for at least 10 
years. The third form provides a 
smaller retirement benefit during 
the retired employee’s lifetime and 
a continuing income after his death 
as long as his dependent lives. 

7. Ifan employee decides to work 
in some other field or to stop work 
altogether, the money he has put 
into the plan plus the payments 
made by the hospital will continue 
to provide a paid-up retirement 
benefit, provided such benefit is at 
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least $40 a year and he does not 
withdraw his own contributions. 

8. If an employee stops work at 
any time before retirement, he may 
withdraw his contributions plus 
credited interest at the rate of 2 per 
cent; but if he takes out his con- 
tributions he sacrifices his rights to 
a retirement benefit, including the 
value of the hospital’s contribu- 
tions. 

9. If an employee stops work and 
withdraws his own contributions 
prior to retirement age, the con- 
tributions that the hospital has 
made for him are usually credited 
to the hospital and thus would re- 
duce the cost of the plan for the 
hospital. 

10. If an employee dies before 
retirement age, his contributions 
plus credited interest at the rate of 
2 per cent will be returned to his 
named beneficiary. If he dies after 
the commencement of his retire- 
ment benefit, the payment of a 
death benefit, if any, to his benefi- 
ciary will depend on the form in 
which he has elected to receive pay- 
ment of his retirement benefit. 

The details of the pension pro- 
gram are being published for dis- 
tribution to member hospitals. The 
study by the committee which re- 
sulted in the program as now an- 
nounced was reported in detail in 
Book III of the 1945 “Hospital Re- 
view” on page 132. Reprints of the 
Pension Committee report are avail- 
able at Association headquarters. 

The Pension Committee studied 
various methods by which a ‘na- 
tional plan providing transferabil- 
ity between hospitals without loss of 
benefits for employees could be put 
into operation. The Association 
could have established a separate 
organization with its own board of 
trustees, but the cost of operating 
such a central organization would 
be rather high for subscribing hos- 
pitals. 

It was learned, however, that 
Community Chests and Councils, 
Inc, the national organization of 
community chests, had studied a 
pension program for member or- 
ganizations for six years. As a re- 
sult, the National Health and Wel- 
fare Retirement Association was 
established to provide central office 
service to eligible agencies wishing 
to adopt an employee pension pro- 
gram. For almost a year this asso- 


ciation has been enrolling em- 
ployees of nonprofit organizations, 
including some hospitals. 

After careful study, the Pension 
Committee agreed — substantially 
with almost all the provisions of ‘he 
National Health and Welfare Re- 
tirement Association’s pension pro- 
gram. It was felt, however, thai a 
program of somewhat lesser scope 
might be more acceptable to hos- 
pital employees so the American 
Hospital Association pension plan 
was developed. With a smaller em- 
ployee contribution, this plan pro- 
vides somewhat less extensive bene- 
fits. The Association then arranged 
with the National Health and Wel- 
fare Retirement Association to of- 
fer the American Hospital Associa- 
tion pension plan using the same 
central office personnel and facili- 
ties. 


Workers May Transfer 


Voluntary hospitals have an op- 
portunity to enroll their employees 
in a pension program developed 
especially to meet the needs of both 
groups. Provided on a national basis, 
the plan offers transferability to 
employees between one participat- 
ing hospital and another and can 
be put into effect with a minimum 
of cost and effort by the individual 
hospital. 

The Pension Committee and the 
House of Delegates were unanimous 
in agreeing that costs incurred by 
the hospital in providing a pension 
program for employees were a 
legitimate part of hospital costs and 
should be reflected in rates to the 
general public and to groups pur- 
chasing hospital care. Undoubted- 
ly, providing pension benefits to 
hospital employees will increase 
hospital costs in the same way as 
does any increased compensation. 

With general acceptance of the 
desirability and need for pension 
benefits for hospital employees— 
the majority of whom are in the 
lower salary bracket—it is to be 
anticipated that many hospitals will 
proceed with enrollment. Full in- 
formation in regard to enrollment 
can be obtained by writing the 
American Hospital Association oF 
the National Health and Welfare 
Retirement Association, Inc., 441 
Lexington Avenue, New York 17; 
N.Y. 
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ELIGIOUS MINISTRATION to pa- 
R tients has always been recog- 
nized as an essential hospital activ- 
ity. This is true whether a hospital 
is under church, community or 
government control. It is in the 
church hospitals, however, that the 
greatest emphasis is put forth in 
this important work. At Augustana 
Hospital the chaplain holds an 
honored and respected place in the 
organization, and the ministers 
who from time to time over a 
period of 62 years have held the 
position, have given faithful and 
effective service. 

In keeping with the great strides 
made in hospital service, medical 
science and nursing education, 
however, it has been realized in 
recent years that there was need for 
improving the program of the hos- 
pital chaplain by adopting newer 
methods and techniques. It was felt 
that more effective Christian minis- 
tration to patients could and should 
be provided. The hospital board 
was impressed by chaplain _pro- 
grams being carried on in other 
hospitals, notably Massachusetts 
General Hospital, Boston; St. 
Luke’s Hospital, New York, and 
Wesley Memorial Hospital, Chi- 
cago. 

After careful consideration, the 
decision was made to seek a young 
pastor who would consider a_ hos- 
pital chaplaincy as a definite career, 
who would be willing to spend 
some time in special preparation 
by studying the techniques used in 
the above. mentioned programs, 
and who would pursue postgrad- 
uate study in certain subjects not 
usually included in a theological 
curriculum. 

In the formation of our pro- 
gram, we received much inspiration 
and assistance from leaders in the 
field of Christian ministration to 
patients. We are especially indebted 
to Dr. Russell Dicks, Dr. Otis Rice, 
Dr. Anton Boisen and others whose 
contributions have been of especial 
help. 


MINISTRY TO PATIENTS 


We have concentrated our efforts 
in three areas—ministry to patients, 
ministry to nurses and ministry to 
ministers—and the following briefly 
describes the aims and methods 
adopted. 

It is important that the chaplain 
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should have detailed information 
about the patients upon whom he 
calls. Some of this data he gets from 
the admitting office, and the re- 
mainder from the patient’s records 
and the supervisor or charge nurse. 
He should never enter a room 
“cold”; the following data should 
be available to him: 


Patient’s name and proper pronunciation 
of same. 

Room number and exact bed position. 

Doctor’s name and intern on the case. 

Case number, age, residence, hometown 
and religious affiliation. 

Patient’s medical problem and present 
condition. 

How the patient is reacting to his or 
her hospital experience. 


The chaplain makes careful notes 
of his calls upon patients since he 
cannot keep all significant informa- 
tion in his memory. On occasions 
when he calls on a given patient by 
request of the attending physician, 
the chaplain makes a special set of 
notes which he attaches to the case 
record or personally gives to the 
doctor. 

He does not carry a pocketful of 
tracts and books, but he does make 
frequent use of bibliotherapy by 
recommending to the patient speci- 
fic books which he thinks will be 
helpful to him. 


The chaplain makes use of scrip- 
ture and prayer when they fit in 
naturally and appropriately. It 
is not a perfunctory custom or 
magical rite which must be “gone 
through with.” 

He tries to concentrate his efforts 
upon those patients whom experi- 
ence has shown to be in greatest 
need and most receptive of his de- 
sire to be of help. Some patients 
more than others usually are most 
receptive to and in need of chap- 


lain’s ministration; these, for in- 
stance, are patients who have un- 
dergone amputations, colostomies, 
facial scars and attempted suicide, 
unmarried mothers, patients with 
severe mental involvement, patients 
who are lonely and who are unduly 
worried, and those whose illness is 
terminal. 

When patients are admitted, they 
are asked their religious affiliation 
and if they are members of a local 
congregation, the pastor’s name is 
recorded. If the patient desires, his 
pastor will be advised of the fact 
that he is hospitalized. Every effort 
is made to cooperate with pastors, 
priests and rabbis from the local 
area to the end that they may min- 
ister to their own _ parishioners. 


MINISTRY TO NURSES 


Nurses can do much to integrate 
the work of the chaplain with the 
medical treatment of patients. For 
this reason, it is desirable, if not 
imperative, that every chaplain 
should have the opportunity of 
knowing the nurses and gaining 
their confidence and respect. This 
is best done by having him teach a 
regular course in the school of 
nursing, which gives opportunity 
for discussion and instruction con- 
cerning the work of ministering 
among patients. Those nurses who 
have no conception of what a 
clergyman does in a sick room can 
be of more harm than benefit. On 
the other hand, the nurse who un- 
derstands and appreciates religious 
ministry is in a strategic position 
to assist the patient in reaching 
certain spiritual goals. In line with 
this idea, the chaplain teaches sub- 
jects dealing with our Christian 
faith, such as: Religion and Life, 
The Nurse as a Christian Person, 
The Life and Teachings of Christ. 

The importance of the person- 
ality of the nurse is recognized, and 
if along with her training in chem- 
istry and nursing arts, she is also 
trained to recognize psychosomatic 
opportunities and the place which 
religion plays in the relationship of 
body and soul, she will be of greater 
value to the patient and the doctor. 

The chaplain’s office is so located 
that it is easily accessible to the 
nurses, and the chaplain who wins 
for himself the position of “big 
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Convention Highlight 


INTERNATIONAL NIGHT at the 1946 convention will 
represent something of a part-way goal in the Asso- 
ciation’s long range purpose of advancing the cause 
of hospital administration everywhere. 


Through the Department of State, member coun- 
tries of the United Nations have been invited to send 
representatives. William Benton, assistant secretary of 
state, will address the meeting at which these guests 
will be honored. This official participation is a good 
omen. 

Worldwide collaboration on all matters of health 
care has been limited in the past. The early obstacles 
of distance and lack of communication facilities have 
been overcome long since. Yet a disparity of living 
standards, clashing ideologies and other factors have 
continued to make impossible any real international 
teamwork in a fight against illness and disease. 

Our experience between the two World Wars is evi- 
dence that a state of peace in itself is not enough to 
promote such teamwork. There must be a positive 
program, and there must be collaboration among the 
governments. This is the assignment of the new World 
Health Organization, and the State Department’s par- 
ticipation at Philadelphia suggests that our own gov- 
ernment is ready to lend its support. 


oe 





A Foundation Is Laid 


Now THAT THE HosPITAL SURVEY AND CONSTRUCTION 
Act is a reality, it may be considered that a great first 
step has been taken toward better distribution of hos- 
pital and medical facilities. Some other and no less im- 
portant steps remain to be taken before the job is com- 
pleted. 

The act goes this far: It establishes a formula where- 
by the federal government may contribute funds, to be 
administered by state governments, toward the build- 
ing by state and local governments and nonprofit asso- 
ciations of hospital facilities where they are needed. 

What still must be done before any cornerstones are 
laid in the individual states is outlined elsewhere in 
this issue of the journal. Some persistent effort by state 
hospital associations is now in order. The building 
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program inevitably will work out more satisfactorily 
in some states than in others, and the reason will be 
that back in the beginning—which is now—somebody 
in the more successful states saw to it that the admin- 
istrative machinery was properly designed. 


The federal act, widely known as S.191, is built 
on high principles. ‘The state association’s most impor- 
tant job is to see that state enabling legislation is as 
well founded. This is the best possible insurance 
against political interference with administration 
later on. 

With S. 191 thus on its way, hospital people may 
take great satisfaction in having lent their support to 
it, for a number of notable precedents have been set. 

This act brings the federal government into the 
field of hospital construction for both private and gov- 
ernmental hospitals, acknowledging the important po- 
sition of the voluntary hospital in this country. It 
firmly establishes the state’s responsibility for a better 
distribution of hospital service. It insures adequate 
participation in planning by those who are concerned 


with, and experienced in, providing hospital and medi- 


cal care. Finally it writes a new prescription for finan- 
cial collaboration between the federal and the state 
governments: the states participate according to their 
relative needs, and areas within each state benefit 
according to their relative needs. 

There is further ground for satisfaction in the fact 
that S. 191 was passed by Congress under the perilous 
circumstances that developed. It survived while hun- 
dreds of other measures were lost in the rush to ad- 
journ. This could happen only because the urgency is 
too great to be ignored and the bill was without serious 
flaw. 





> 
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Opportunity Made to Order 

WHENEVER A HOSPITAL becomes involved in a local 
dispute, the question of its “charitable status” is likely 
to be raised. Two recent examples: 

An improperly trained intern, late at night, directs 
an indigent patient to the county hospital. The pa- 
tient’s death later is attributed to this alleged negli- 
gence. A local newspaper makes a great issue of it. A 
state legislator announces with a flourish that he will 
change the law; tax exemption will be granted only to 
those hospitals that can show a certain percentage of 
charity work. 

A labor union official, depressed by the slow progress 
of negotiations with a hospital that has been marked 
for unionization, announces that he will have the 
county government investigate this hospital’s claim to 
“charitable status.” 

Although the raising of this issue is meant to em- 
barrass or intimidate, actually it ofters the maligned 
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hospital a good chance to plant some solid truths in 
the public mind. 

The great majority of citizens have no understand- 
ing of what is meant by “charitable” and “nonprofit.” 
To the extent that they think at all about hospital 
care of the indigent minority, they think of it in terms 
of old fashioned alms. They picture the hospital as 
some kind of institutional Lady Bountiful that gives 
to the poor—simply by deciding not to collect a cer- 
tain number of hospital bills for service. 

They do not think about a nonprofit hospital’s 
sources of income. They do not see the hospital for 
what it is: An agency through which a community 
distributes its own charity. They do not understand 
that, through the fees they themselves pay for hospital 
care, through the taxes they themselves pay and 
through the community chest contributions they them- 
selves make, it is the solvent citizens in a community 
whose charity buys hospital care for the insolvent. 

Since the bulk of newspaper readers, radio listeners 
and taxpayers are unaware of these simple facts, they 
are easily misled by a soapbox orator on the subject 
of charitable status. Why are so many people unaware 
of the facts? Nobody tells them. 

Administrators have many occasions for dramatizing 
the hospital’s place in a community’s system of charity, 
with community chest drives, annual reports, National 
Hospital Day and incidental news developments. ‘These 
require some alertness and resourcefulness. But when 
someone in malice or ignorance raises the question of 
a hospital’s charitable status, the opportunity is made 
to order. If a local newspaper will not welcome the 
chance to keep the record straight, there is something 
seriously wrong with the hospital’s public relations. 





Hospital Time Clocks 


A CHRONIC ADMINISTRATIVE PROBLEM is that of ac- 
counting for employee hours, both for the purpose of 
developing necessary records for the payroll depart- 
ment and for the purpose of being sure that employees 
are on duty during assigned hours. 


Industry meets these problems by the use of time 
clocks, placing responsibility on the employees for re- 
cording his exact time on and off duty. Hospital ad- 
ministrators working for the kind of efficiency that 
characterizes industry often wonder whether the time 
clock might have a place in the hospital. 


here are two contraindications. In the first place, 
most hospital employees are primarily concerned with 
personal service to the patient. This type of service 
can hardly be encouraged by a mechanical, hence thor- 
oughly impersonal, check on the employee’s punctual- 
ity; nor can the time clock record an individual’s 
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feeling of individual responsibility, which is a factor 
of importance to the administrator. 

There is an additional reason why time clocks have 
not been successful in hospitals. Industry has found 
them practicable because industrial employees go on 
and off duty in large groups on regular shifts. Check- 
ing an industrial plant’s time clock records for accu- 
racy of reporting is a fairly simple chore. 

Hospitals have an endless variety of duty hours 
spread over many shifts during the seven-day period. 
It is all but impossible for a supervisory employee to 
know whether all who punch the clock are on duty as 
the records show. 

Since the effort to achieve industry’s efficiency prob- 
ably will go on and on, no one would dare to predict 
that time clocks will never come to the hospital. Mean- 
time the weight of evidence is against them, and we 
may still hope that the tradition of individual respon- 
sibility will have a chance to survive. 





More Proprietary Beds? 

FROM AN AREA that might be described as the Near 
Southwest a member reports that several young physi- 
cians are building small proprietary hospitals. 

Fresh from military service, these young men do not 
look with relish on a career as country doctor. ‘They 
have money for a down payment and can borrow the 
rest. They can get priorities. ‘Their communities need 
hospital beds. 

This has a surface appearance of natural develop- 
ment, but is there not something wrong with it? With 
no special stimulus, the trend for many years has been 
away from small proprietary hospitals. 

The reasons are obvious, and they reflect no dis- 
credit on the generations of forward-looking practi- 
tioners who have thus contributed to the advances of 
medical and surgical care. But better roads, the high 
cost of modern equipment, the farflung advantages of 
opening the “workshop” to a greater number of prac- 
ticing physicians and surgeons and other factors ap- 
pear to make permanent the trend toward larger com- 
munity-type hospitals. 

In addition, a great new stimulus is expected to 
make itself felt within a very few years. This is the 
Hospital Survey and Construction Act which is de- 
signed to help with the cost of building nonprofit and 
governmental hospital beds where they are most 
needed. 

The question is whether those young men who now 
mortgage their prospective earnings for many years to 
come are taking such probabilities into account. The 
small proprietary hospital that is established and serv- 
ing its community well presumably faces no special 
hazard. It may not be the same with a new plant, built 
at peak prices, and a young owner who has yet to win 
recognition. 
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INCLUSIVE RATES, PRO AND CON 


This subject has been discussed often in the hospital journals, and the 
titles collected here are presented as the best that have been published. 
For those with adequate library facilities, these references will suggest a 
program for reading. The Bacon Library of the American Hospital Asso- 
ciation has all the articles listed here available for loan on request. 

This is one in a series covering some of the perpetual problems of hos- 


pital administrators. 


O piscussion of fee schedules 
N and payment for hospital costs 
goes on without some reference to 
the inclusive rate system. There are 
many proponents of this procedure 
and there are many who see no ad- 
vantage to either the hospital or the 
patient. To bring together the basic 
information on inclusive rates and 
the arguments for and against, the 
following references are offered as 
selected readings. 


What is the all-inclusive rate? 

Report of the Committee on Inclusive 

Rates to the Council on Administrative 
Practice of the American Hospital Associa- 
tion. Chicago, The Association, 1945; 29 
pages, 50 cents. 
» The committee’s report is both a 
broad summary of the general con- 
cept of inclusive rates and a specific 
guide for the establishment of such 
a plan. On pages g and 10 is the 
accepted definition of the term and 
also a discussion of some of the er- 
roneous ideas prevalent regarding 
inclusive rate fundamentals. 

A statement of the relation of 
flat rates to this system and an 
analysis of their differences makes 
for a clearer understanding of in- 
clusive rates. To further explain 
what such a plan is in general and 
in its variations six types of plans 
are briefly described. 

What is the background of inclusive 
rates and how did the system originate? 
» The report quoted above begins 
with a history of hospital charges 
and the inclusive rate system in par- 
ticular. ‘The development of scien- 
tific procedures used in hospitals 
necessitated the charging of extra 
fees, but the amount charged is not 
always in relation to the cost of the 
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service. ‘The early advocates of an 
inclusive plan believe that it was 
possible to average out the special 
charges in the same manner as the 
room, board and nursing service 
charges were assigned. To get rid of 
the so-called “nuisance charges’’ the 
one charge system was started. 

What are the pros and cons of inclusive 
rates? 


Contest debate sponsored by the United 

Hospital Fund of New York and the Great- 
er New York Hospital Association in con- 
junction with the 1944 course in hospital 
accounting. 
» This debate, held in December 
1944 in New York, had as. protagan- 
ists for inclusive rates John B. Pas- 
tore, M.D. and Charles H. Wheeler; 
as opponents, Edgar C. Hayhow, 
Ph.D., and Alexander M. MacNicol, 
C.P.A. 


Perhaps this debate—as mimeo- 
graphed from the verbatim report— 
incorporates as many of the argu- 
ments for and against inclusive rates 
as can be found any place in the 
literature. Rebuttal speeches by the 
participants add to the discussion 
because they answer some of the 
specific questions brought out by 
the opposing sides. A voting audi- 
ence decided against inclusive rates 
but the reaction may be the result 
of preconceived opinions rather 
than a valid judgment of the argu- 
ments presented. 

What has been the experience of those 


administrators of small hospitals who are 
using the inclusive rate? 

“Views on Inclusive Rates, Expressed by 
28 Administrators.” Modern Hospital 58: 
69-70, June, 1942. 

» The results of a questionnaire 
sent to 50 small hospitals are report- 
ed in this article. Of those replying 





a slim majority were opposed. The 
reactions of the communities and 
the patients both for and against are 
quoted by some of the administra- 
tors. 


Gray, Willis J., “Doctor-Hospital-Patient 
Benefit by Inclusive Rates.” Modern Hos- 
pital 60:65-67, April, 1943. 

» Mr. Gray’s discussion is an argu- 
ment in favor of inclusive rates, but 


.it is well suported by evidence ob- 


tained from the workings of the 
system in his own hospital. He has 
four exhibits illustrating how the 
inclusive rate to be charged was de- 
termined. There are comparative 
tables which show the cost of hos- 
pitalization under the two systems 
and also one that shows the various 
combinations of special services as 
received by most patients. 

How does the inclusive rate plan func- 


tion in the outpatient department? 
Snoke, Albert W., M.D., “Flat Rate, All 


Inclusive Plan May Be the Answer in Wel- 
fare Outpatient Care.” HospitraLs 19:52-54, 
February, 1945. 

To determine the workability of 
the inclusive plan for the payment 
of clinic service for welfare pa- 
tients, a joint experiment between 
the outpatient department of Strong 
Memorial Hospital and the Medi- 
cal Division of the Monroe County 
Department of Public Welfare was 
instituted in 1943. Under the agree- 
ment the hospital furnished all nec- 
essary clinic care and services at 
a charge of $1 per clinic visit 
with minor exceptions. The total 
amount paid by the department for 
the previous year averaged $1.04 
per visit. 


The charts accompanying the ar- 
ticle show a breakdown of clinic 
services to the various relief cate- 
gories and the comparison of serv- 
ices given by Monroe County De- 
partment of Public Welfare with 
those of the Rochester Department 
of Public Welfare, using a fee sys- 
tem. Advantages and disadvantages 
are enumerated. 


The research carried on in this 
project bears out the recommenda- 
tions of the Joint Committee of the 
American Hospital Association and 
the American Public Welfare Asso- 
ciation for a flat rate inclusive sys- 
tem for contractural purchase of 
service by government agencies, in 
its report, “Outpatient Care for 
the Needy.” 
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A NEW PROGRAM? 


Sell It First to the 
Department Heads 


HE ESTABLISHMENT of personnel 
‘iy departments in hospitals has 
been progressing rapidly through- 
out the United States. It is neces- 
sary that adequate personnel plan- 
ning be undertaken by hospitals 
and usually it is necessary to place 
the responsibility for the manage- 
ment of personnel in a specific de- 
partmental organization. 

Many of the personnel depart- 
ments which were put into oper- 
ation during the last few years 
have had some difficulties in ob- 
taining the complete support of all 
department heads of the institu- 
tion. In fact, many personnel di- 
rectors have complained that they 
were unable to handle the person- 
nel problems of many of the pro- 
fessional departments. 

I felt that any personnel plan 
which was put into effect in my hos- 
pital should be one which was op- 
erative over the whole institution. I 
wished the personnel department 
to have the support of all depart- 
ment heads. The best tool I had 
to assist me in developing their in- 
terest in the proposed new depart- 
ment was education. It seemed to 
me that if my aim was to develop 
an over-all good personnel system 
at Harper, I must begin by making 
a plan for my department heads to 
participate in the development of 
this program. 

I talked to some of my depart- 
ment heads about the development 
of the personnel department and 
many of them seemed rather disin- 
terested although not opposed. 
They did not see why the present 
methods of departmental handling 
of employee relationships was in- 
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adequate, and it became evident 
that a great deal of education would 
be necessary before Harper could 
establish a thoroughly effective per- 
sonnel department. 

I organized a weekly luncheon 
meeting of department heads. All 
of the departments of the hospital 
were represented and this weekly 
meeting was set up as the adminis- 
trative council to the director. De- 
partment heads were told that it 
was an administrative council and 
that the director wished the meet- 
ing to be one in which both the 
administration and the department 
heads could work together in creat- 
ing a well functioning hospital. 

After the administrative council 
was organized, I found that the de- 
partment heads knew very little 
about the standards and _princi- 
ples on which the other depart- 
ments functioned. Misunderstand- 
ings which often occurred between 
departments were based wholly on 
the lack of understanding of func- 
tions, duties and standards of other 
departments. So we developed our 
weekly luncheon meetings into a 
two-phase educational program. 

First, we had a report from each 
of the department heads and sub- 
department heads on the work, 
functions, standards, and the like, 
in, each department. In the begin- 
ning, some of the department heads 
were a little reticent in talking a- 
bout their work, but the great in- 
terest shown by others made it a 
success, and every department in 
the institution was represented. 


The second half of the meeting | 
used to give the department heads 
a course in personnel relations. I 
purchased a copy of the manual, 
“The First Institute on Hospital 
Personnel Management,” and gave 
one to each department. Some of 
the most important articles in the 
report I went over with the group; 
others I marked for study. 

Upon my return from the second 
personnel conference, held at New 
Haven, June 1945, I went over the 
work of that conference carefully 
so that the department heads were 
brought up to date on the genéral 
principles of personnel manage- 
ment. I found that interest was de- 
veloping satisfactorily in each of 
the departments and felt that we 
were getting to the point where the 
second step could be taken. 

The second step, the develop- 
ment of a small advisory committee 
to the administrative council, was 
necessary because the large group 
of 20 odd department heads could 
not sit down to work out indi- 
vidual problems. It was necessary 
therefore, to have representatives 
who would do this work and re- 
port back to the other department 
heads. The appointment of this 
committee was of utmost impor- 
tance because it had to represent 
varying phases of administration 
and yet be established on demo- 
cratic principles. 

The administrative council had 
decided that the committee should 
consist of seven.members with the 
director of the hospital as chair- 
man, and that four of the person- 
nel should be elected by the admin- 
istrative council and two appointed 
by the administrator. This method 
allowed for the administrator to 
elect two persons who would bet- 
ter round out the committee after 
the election by the administrative 
council. 

The administrative council elect- 
ed the business manager, purchas- 
ing agent, director of nursing and 
the director of dietetics. I felt that 
this election showed excellent se- 
lection by the administrative coun- 
cil. In order to fill out this com- 
mittee, I appointed the ‘director of 
maintenance and the director of 
the outpatient department. 

I told my administrative coun- 
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cil that they had had a lot of les- 
sons in personnel management and 
I expected now to go to work and 
organize Harper Hospital under a 
good plan, but that before a new 
plan could be developed, it was 
necessary that we all understand 
where we stood in our present or- 
ganization of personnel. I asked 
each department head to bring in 
an organization chart of his own 
department which would show 
both the various functions of the 
department and their administra- 
tive control. It was intended that 
the chart show also job levels and a 
plan of job upgrading. 

Most of the department heads 
had little experience in developing 
a chart of this sort and the results 
of the first chart were rather aston- 
ishing. Some of them were excel- 
lent, some of them were merely a 
representation of various jobs by 
steps—purely upgrading charts. It 
became evident that it was neces- 
sary to teach my department heads 
how to make a chart of organiza- 
tion, so I developed two or three 
different types that would show 
the desired information and we 
spent one period studying charts of 
departmental organization. 

I asked them to make new charts 
along the lines discussed. These 
charts were all excellent so far as 
the administrative organization of 
the functions of the department 
were concerned, but when one at- 
tempted to develop job levels from 
one department to another, it was 
utterly impossible to do so. I also 
asked each department head to 
bring a job analysis of what he 
thought each position should in- 
clude as to duties and qualifica- 
tions. 

This left a great deal of work 
for the advisory committee and it 
began meeting twice weekly in an 
attempt to organize the material 
which had been submitted into an- 
alysis of the personnel situation as 
it existed at Harper. The commit- 
tee developed a salary and working 
conditions study chart which show- 
ed the various departments togeth- 
er with the various jobs in each. 
It also showed these jobs in rela- 
tion to the pay schedules of each 
department. 

It immediately became evident 
to the committee that there was a 


66 


great variation in working condi- 
tions. The original charts showed 
many departmental variations in 
hours, working conditions and pay 
for people of like skills. The com- 
mittee then worked out a new chart 
developing the various phases of 
salary, wages and working condi- 
tions on an equitable all-over hos- 
pital policy so that any one em- 
ployee would receive the same sal- 
ary and working conditions as an- 
other employee in another depart- 
ment with similar skills. 

The department heads in doing 
this work had learned a great deal 
about personnel management. ‘They 
also discovered that it was a great 
deal of work and that if a good job 
of personnel management was to be 
done by the hospital it was neces- 
sary to have a personnel department 
organized. They requested that 
such a department be organized 
and it has been accomplished. ‘The 
department heads are fully behind 
the work of the new department. 

I feel that the ease with which 
we have been able to set up our 
personnel department has been due 
to the fact that the department 
heads were trained in factors of 
personnel management and _be- 
cause of this, desired to avail them- 
selves of the services of the depart- 
ment which could handle this im- 
portant matter for them better than 
they used to do it themselves. 











Special 
Problem — > 
An innovation at the Chi- 
cago Institute on Personnel 
Management, July 29— 
August 2, was group compe- 
tition in solving a hypothet- 
ical and somewhat compli- 
cated personnel problem. 
Registrants were divided in- 
to groups and set to work 
one evening. Two evenings 
later the solutions were pre- 
sented. Dr. Charles E. Prall, 
director of the Joint Com- 
mission on Education, pre- 

pared the problem. 















































General Setting: A 250-bed, gen- 
eral hospital in a city of 400,000, 
The superintendent is a layman 
with 15 years of tenure. The hos- 
pital paid off a mortgage of $120,000 
and has accumulated a reserve for 
new construction of $100,000. Ad- 
ministrative and other controllable 
costs have been kept to a minimum. 
The superintendent has had no as- 
sistants, no staff officers, no person- 
nel department, no social service 
director. But with an expansion 
program already under way, this of- 
ficer feels that he is overloaded and 
has secured the trustees’ consent to 
add a personnel director. You have 
been selected and have reported for 
work. 


Hospitals of the city have had no 
personnel officers. There is, there- 
fore, little local experience to draw 
upon. And your superintendent, 
though capable in most respects and 
an excellent leader with the line 
organization, hasn’t too many ideas 
about the functions which you 
should perform. 

Salary Situation: There are 350 
fulltime employees on the payroll, 
about 230 of them non-professional. 
The hospital has had a salary sched- 
ule with three or four increments 
above basic rates, such being grant- 
ed automatically in the main. In 
the last 18 months basic salaries 
for nurses, pharmacists, technicians, 
and most of the professional group 
have been raised materially. When 
these increases were granted it was 
anticipated that the raises for sen- 
iority would be continued. By vir- 
tue of their union affiliation, the 
maintenance employees also receive 
salaries or wages comparable to ex- 
isting rates of pay elsewhere. 


A complete set of job descriptions 
has been prepared. The quality is 
somewhat variable from department 
to department. 


Commitment: Convinced that the 
salary revisions have not reached a 
sufficient number of employees, the 
superintendent has requested a 
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blanket increase in the lower paid 
positions. The trustees have con- 
sented, setting up $1,500 a month. 
The superintendent believed that 
the former philosophy of salary ad- 
ministration would be followed in 
distributing this money, namely, 
basing salaries on the job’s value or 
importance to the hospital. But 
when he met with the department 
heads to discuss procedures, he 
found that they desired to reward 
loyalty and good service. 

The superintendent agreed to 
this scheme and promised that he 
would soon make allocations of the 
$1,500 to each department using 
as a criterion the number of low 
salaried employees working in each. 
It was understood that the depart- 
ment heads would take over from 
that point. The largest numbers will 
be in dietetics, housekeeping, and 
office, including clerical and steno- 
graphic forces wherever these are 
located. ‘The superintendent has re- 
ported all of these events to you, 
since they antedate your coming. 

1. What proposals should be 
made to the superintendent for act- 
ing immediately upon the task in 
hand? This includes the help and 
suggestions you might give the de- 
partment heads individually and/or 
the general procedures you would 
advise. 

2. How would you expect to gear 
this step into a longtime program? 
You may advise against the last 
named possibility if you deem it 
impractical or unwise. 


SOLUTION 


Limiting Factors: (a) Time limita- 
tion of one month (payroll period) 
to arrive at allocation. (b) Alloca- 
tion to be proportionate to number 
of low-paying positions in each de- 
partment. (c) Personnel director 
not in possession of all the facts. 


Procedure: 1. The personnel di- 
rector meets the department heads 
individually to get acquainted, es- 
tablish rapport by getting their 
ideas, acquaint them with philos- 
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ophy and functions of personnel 
department, secure employment rec- 
ords, job descriptions and _prevail- 
ing salary rates. 

2. The director then talks with 
each employee in the non-profes- 
sional group for the purpose of: 
explaining personnel department 
functions, reviewing employee his- 
tory record and correcting if neces- 
sary, explaining job description and 
giving out blank to be returned the 
next day. 

3. The director sees each depart- 
ment head individually again to dis- 
cuss the job descriptions and point 
out discrepancies. By this time the 
director is able to indicate indirect- 
ly that he is fairly well familiar 
with the jobs and employees. 

4. The director again has a meet- 
ing with the department heads, this 
time in a group. The administrator 
is present, and department heads 
quickly recognize his interest and 
approval of the work of the person- 
nel director. The meeting starts 
with a discussion by the latter of 
the current tight labor market. The 
personnel director then brings de- 
partment heads into the discussion 
and guides the discussion so that 
department heads develop the fol- 
lowing guides for allocation of in- 
creases: 

Everyone with at least three 
months of service would be given 
an increase of $5. It was felt that 
this will help curtail turnover, help 
preserve present ranges in the exist- 
ing salary scale by spreading the 
increases, and boost morale of these 
workers. 

All increases would be given in 
increments of $5, the number of 
increments to be based on merit not 
to exceed $15. 

The amount to be allocated to 
each department would be roughly 
in proportion to the number of low- 
paying jobs in each department. 

The fact that a definite sum has 
been approved by the board would 
be kept in mind. 

Department heads are asked to 
submit their recommendations to 
the personnel office within three 
days. 

Control: 1. The personnel direc- 
tor draws up a rough percentage- 
wise distribution of the $1,500. 
These figures are not given to the 
department heads, so as not to color 
or weight their recommendations. 





They of course have a rough idea 
of how much they might count on. 

2. Recommendations based on 
merit (amounting to $10 or $15) 
are reviewed by the personnel di- 
rector and administrator. Notes 
made by the personnel director at 
the time of interviewing employees 
are used for reference. 

3. Records of employees not re- 
ceiving merit awards are reviewed 
by the administrator and personnel 
director. 

4. A discussion is held with each 
department head for the purpose of: 
(a) questioning recommendations 
which seem unduly high. (b) asking 
justification for withholding merit 
awards to certain employees, (c) 
eliminating certain increases which 
are over and above the percentage 
of the $1,500 allocated to the de- 
partment. 

Conclusion: The personnel direc- 
tor indicates his desire to go on 
record that this is a temporary solu- 
tion to a problem which was forced 
by circumstances occurring before 
he entered the picture. The time 
factor has made it particularly difh- 
cult to fit this into a long range 
program. However, an effort is 
made to keep from deviating too 
much from the existing salary scale. 
He feels certain that a well-rounded 
personnel program which he is in- 
augurating will eliminate the likeli- 
hood of a similar situation recur- 
ring. 











Winning Team 

CorRINNE OLSON, personnel offi- 
cer, Englewood, (N.J.) Hospi- 
tal. 

Mrs. Lucy ALLEN Roper, super- 
intendent, Jennie Stuart Me- 
morial Hospital, Hopkinsville, 
Ky. 

ae SAUNDERS, personnel di- 
rector, Jefferson-Hillman Hos- 
pital, Birmingham, Ala. 

Joun O. Turner, assistant ad- 
ministrator, Black Hills Gen- 
eral Hospital, Rapid City, $.D. 

BetH M. ZACKMAN, director of 
volunteer service, Lakewood 
(Ohio) Hospital. 

SOPHIE ZIMMERMANN, credit and 
collection manager, special 
service, University of Chicago 
Clinics. 

HELEN M. Rosinson, health spe- 
cialist, University of Arkansas 
Extension Service, Fayetteville. 


























A™ CONSIDERATION OF the pol- 
icies and problems met in pro- 
viding medical supplies for ambu- 
latory patients necessarily involves 
a number of related factors which 
tend to operate with varying de- 
grees of importance in as many 
combinations as there are different 
hospitals with outpatient services. 
An attempt will be made to illus- 
trate and evaluate those factors in 
terms of their application in some 
of the more general combinations. 
It is necessary to establish some ba- 
sic concepts before proceeding to 
a discussion. 

Three different types of hospitals 
with outpatient facilities are gen- 
erally recognized. One group is 
comprised of government operated 
and supported institutions repre- 
senting city, county, state or fed- 
eral projects. In the main, outpa- 
tient services in these institutions 
operate in behalf of the totally in-- 
digent patient. This is not the case 
with federal institutions. The fact 
that the disabled, chronically ill 
veteran receives his medical care at 
the expense of the government 
places such institutions in the gen- 
eral category. 

In communities there are a 
large number of privately endowed, 

This discussion is recognized by the au- 
thor to be a unilateral presentation, not 
necessarily embracing the ideal under cir- 


cumstances differing materially from those 
with which he is familiar. 
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FOR efficient service, the dispensing unit of the pharmacy should be located in the vicinity of the exit from the outpatient department. 


MEDICATIONS jor OUTPATIENTS 
—Operating a Successful Dispensary 


DONALD A. CLARKE 


APOTHECARY-IN-CHIEF, NEW YORK HOSPITAL, NEW YORK CITY 


charitable, nonprofit voluntary hos- 
pitals. Frequently, city, county or 
state aid is extended to them but 
their operation remains essentially 
under the control of a group of pri- 
vate citizens. Where outpatient ser- 
vices are sponsored by such institu- 
tions — this includes institutions 
which are exclusively outpatient 
clinics—care is extended, almost 
without limitation, to patients 
whose economic status places them 
somewhere in the partial to com- 
pletely indigent category. 

The third type of hospital with 
an outpatient service is the private 
institution, operated expressly for 
profit. In thesé institutions, the in- 
digent patient is not acceptable. 

Location—It is recognized that an 
established hospital can do little in 
the way of changing its structure 
to meet the most desirable condi- 
tions for handling patients with 
medication requirements. There are 
instances, however, where minor 
physical changes can be made which 
will pay dividends in good will. 

It has been observed that, no 
matter how trying a day a patient 
may have spent in the clinics, if a 
number of factors are given full 
consideration and every possible 
step taken to assure their adoption 


as dictating basic organization and 
operation policies, patients will 
leave the hospital with a grateful, 
kindly attitude. 

These factors may be summarized 
as follows: The business of provid- 
ing medical supplies prescribed, 
which incidentally represent a ma- 
jor part of the treatment, is to be 
accomplished with dispatch and ut- 
most courtesy. Clear, explicit in- 
structions for use are to be pro- 
vided in writing and verbally by 
sympathetic personnel. Any other 
time consuming functions which 
are required—such as the collecting 
of funds—are to be accomplished 
with expediency. At all times, the 
concept is that-the patient is ill and 
cannot be made to wait, especially 
after a tiring examination in the 
clinic. 

If this summary is taken as a 
principle guiding the establishment 
of policies of organization and 
operation, the service of a dispen- 
sary to its patients will be notably 
enhanced. However, if one of the 
components of this principle should 
be ignored, there is a likelihood 
that patients will leave the hospital 
ungrateful, emotionally disturbed 
and bearing ill will. It need only 
be pointed out that any non-adver- 
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tising hospital depends on word-of- 
mouth goodwill to make successful 
its usefulness. The last impression 
a person gains is frequently a clear 
impression which may overshadow 
all others. Consequently, the loca- 
tion of the department of phar- 
macy, or a well equipped dispen- 
sary, in the immediate vicinity of 
the patient exit from the outpatient 
department is advocated so that the 
receipt of medical supplies may be 
accomplished with dispatch and 
without unnecessary steps. 

It is urged that a large well venti- 
lated and lighted waiting room 
be provided especially equipped 
with comfortable chairs or benches. 
These are particularly indicated for 
mothers with young children, aged, 
debilitated, obstetrical, cardiac, ar- 
thritic or otherwise painfully crip- 
pled patients. Smoking facilities 
should be provided if ventilation is 
adequate. If the operation policy 
entails a considerable wait, reading 
facilities supplied with magazines 
for adults or picture books for chil- 
dren are desirable. 


Dispensary Organization and Op- 
eration Policies—‘The dispensing 
unit of the department of phar- 
macy should be organized so that 
the factors enumerated here may be 
accomplished with minimal effort. 
Physical separation of the out- 
patient dispensing service from 
other departmental activities is ad- 
vocated. It is desirable to provide 
the semi-open type prescription 
compounding center where pa- 
tients may see that attention is be- 
ing given their prescription. It is 
mandatory that the section of the 
dispensary within the patient’s vis- 
ual range be immaculate and or- 
derly. A bit of showmanship is in- 
dicated for this area where the ulti- 
mate in professional atmosphere 
should prevail. Incidentally, a busy 
dispensary cannot operate without 
some disturbance. Therefore, it is 
necessary that a partitioned area be 
provided, or a section totally sep- 
arate, where the actual work of 
compounding can be done. 

For the past 13 years we have 
advocated the use of the formulary 
system in hospital pharmacy. We 
are proponents of this system for a 
Number of reasons, especially since 
it provides for advance preparation 
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of medical supplies in calculated 
dispensable unit sizes. This system 
serves to expedite dispensing in a 
remarkable fashion; the experi- 
ences of numerous hospitals have 
borne this out. Dispensable unit 
sizes are arrived at by consideration 
of the following factors: 

1. The clinic (s) where an agent 
is prescribed. 

2. Average interval between ap- 
pointments, in days, in those clinics. 

3. Usual number of doses per 
day. 

Some hospitals operate on a non- 
formulary system, permitting diver- 
sified prescribing. A discussion of 
this situation has been presented 
elsewhere.t There is one obviously 
important aspect of this manner of 
operation which impedes dispens- 
ing—almost every prescription re- 
ceived must be individually com- 
pounded. This not only requires 
expensive personnel time but also 
lengthens the waiting time of the 
patient. Compounding pharmacists, 
in such circumstances, are consist- 
ently under pressure. Pharmacists 
compounding prescriptions under 
pressure do exceedingly poor work 
which may lead (and has led) to 
serious errors. We cannot tolerate 
compromise with accuracy for ex- 
pediency. The only acceptable al- 
ternative is the formulary system or 
a similar plan. 

A third plan of operation is 
that which employs a combination 
of the formulary system and ex- 
temporaneous compounding. This 
method is by far the most satisfac- 
tory provided extemporaneous pre- 
scriptions are maintained at a mini- 
mum. The object of the extempo- 
raneous prescription is to take care 
of those exigencies which, because 
of their nature, are embraced with 
difficulty in the formulary. Provi- 
sion should be made in the formu- 
lary, however, for the basic ingre- 
dients acceptable to the formulary 
committee in permitting this lati- 
tude in prescription writing. 

If the method of extemporaneous 
compounding is employed, a sec- 
tion of the dispensary must be com- 
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pletely equipped with all necessary 
prescription ingredients and facili- 
ties for compounding prescriptions 
accurately and efficiently. Such a 
method must employ a checking 
system whereby each prescription 
compounded is checked as to com- 
position by the compounder with 
another pharmacist. Each prescrip- 
tion so compounded should be 
signed by both pharmacists. Ade- 
quate numbers of pharmacists must 
be retained to minimize the pre- 
scription load. 

Where the formulary system is 
employed, stated unit sizes of each 
agent available are usually men- 
tioned in the formulary. Supplies 
are prepared in bulk by pharma- 
cists in the manufacturing division 
and packaged in dispensable units 
by non-professional assistants work- 
ing under the active supervision of 
a pharmacist. From the moment 
packaging is completed they should 
bear identification labels. One of 
the best procedures is the use of a 
“tab” label bearing title identifica- 
tion on each container. The iden- 
tification may be removed when 
a prescription is dispensed. Fre- 
quently “direction” labels are also 
placed on each container. Some 
hospitals employ code numbers on 
these labels for emergency identifi- 
cation. This method has merits 
provided care is taken when dis- 
pensing to check the code numbers. 
Such numbers should not be em- 
ployed for prescribing purposes. 

It is a matter of policy that items 
of a proprietary nature should not 
be dispensed under the manufac- 
turer’s label. This policy cannot be 
exercised fully, for limitations exist. 
It is most desirable, however, that 
the prescription character of a 
medication be maintained if at all 
possible by employing regular pre- 
scription labels. Furthermore, it is 
undesirable to advertise any manu- 
facturer’s products through the 
medium of a charitable outpatient 
department. 

Where policy embraces a com- 
bination of advance and extempo- 
raneous preparation of medical sup- 
plies, extemporaneous compound- 
ing can best be accomplished out- 
side the busy dispensary. The ideal 
location is the general hospital dis- 
pensing laboratory. If such a pre- 
scription is prepared outside the 
dispensary, it should be requisi- 
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tioned by the dispensary when 
completed. However, if drawback 
of tax paid for alcohol used in am- 
bulatory patient medication is con- 
templated, extemporaneous _ pre- 


scriptions must be compounded in - 


a unit segregated from inpatient 
work, 

A greater amount of professional 
personnel time is required in the 
actual process of dispensing where 
extemporaneous compounding is 
employed. Where the formulary 
system operates satisfactorily, the 
mass of medical supplies can be 
prepared in the manufacturing lab- 
oratories by one pharmacist with 
non-professional assistance in pack- 
aging and labeling. One manufac- 
turing pharmacist can keep a busy 
dispensary well supplied. The en- 
tire question of whether or not the 
formulary system may be employed 
hinges on rationalization of ther- 
apy and elimination of nonessential 
individual variations from prescrip- 
tion to prescription. Professional 
personnel time saved as a result of 
using the formulary system can be 
utilized to great advantage by ap- 
plying it to improvement of the 
total pharmaceutical service to the 
institution and its patients. 


Advance Supplies 


If the formulary system is em- 
ployed, the manufacturing pharma- 
cist should maintain at least a 
month’s supplies in advance of 
need. The precarious situation of 
hand-to-mouth dispensing can thus 
be avoided. Such supplies should 
actually be ready for dispensing. 
Experience alone, with careful 
evaluation of trends or seasonal de- 
mands, can establish what repre- 
sents adequate advance prepara- 
tion. The annual report from the 
department of pharmacy, a subject 
which will be discussed in another 
of this series of articles, is an excel- 
lent way of obtaining such infor- 
mation. Once packaged, supplies 
should be placed in a storage area 
adjacent to the dispensary. The 
storage space should be retained 
solely for these supplies. There the 
supplies should be carefully ar- 
ranged, protected from dust and 
undue exposure and ready for use. 

In the dispensary, adequate shelv- 
ing, drawer and cabinet space is 
required to maintain at least one 
day’s maximal requirements for 
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each item frequently prescribed in 
the unit sizes required. An adjust- 
able shelving section, preferably in 
the visual range of the patient, 
should be provided for stock bot- 
tles of those formulary prescrip- 
tions for which there is insufficient 
demand to make desirable advance 
preparation for dispensing. An- 
other section must be provided, 
preferably a small prescription 
counter, for dispensing these sup- 
plies as called for. 

The dispensary, according to law, 
must have an individual cabinet of 
acceptable type for storage and 
maintenance of a supply of narcotic 
drugs separate from the supply 
maintained for the hospital inpa- 
tient service. A refrigeration unit 
must be readily accessible for stor- 
age of supplies which lose po- 
tency at room temperature. A 
small, apartment size refrigerator 
is ideal. 

A numbering machine should be 
provided for numbering prescrip- 
tions consecutively. A file bearing 
information as to dispensing prices 
for each item in the department 
that might find its way into O.P.D. 
channels, including a breakdown 
for unit sizes, should be provided. 
Such a file should be placed within 
easy access of the dispensary oper- 
ator. A file of this type is not neces- 
sary if flat rates are employed. The 


utility of a pricing file may be im-, 


proved if it is divided into two 
parts. One part is for active mate- 
rial; the second part is employed as 
a repository for infrequently pre- 
scribed materials. In addition to 
the pricing file, a policy should be 
clearly defined concerning steps to 
be followed in reaching a top price 
for extemporaneously prepared pre- 
scriptions. Deductions, following an 
established pattern, can be made 
from the top price in accordance 
with the patient’s ability to pay. 

A cash register should be pro- 
vided for collection of fees. Such a 
cash machine should possess three 
features: It should be equipped 
to stamp on the prescription blank 
the amount of money collected; it 
should run a tape on the monies so 
deposited and, for accounting con- 
trol, it should throw out a check 
bearing the sum rung up which 
should be presented to the patient 
with the prescription. If funds are 
collected by an O.P.D. general cash- 











ier outside the department, then 
such a machine should be used in 
the dispensary to stamp the cost on 
the prescription, total the amoun: 
collected for the day, determin: 
whether prescription prices are adc 
quate to cover operating costs, anc 
for an accounting check on th: 
general cashier collections. 


Adjustable Shelves 


Where extemporaneous dispens- 
ing is employed exclusively, the 
entire area should be devoted to 
shelves of adjustable character for 
stock bottles of required galenicals. 
In other respects, the equipment re- 
quired is essentially the same, with 
the exception that the prescription 
counter must be sufficiently com- 
modious for the extensive com- 
pounding activities. 


Personnel Requirements—It is im- 
possible to state that “so many pre- 
scriptions a day” require a definite 
number of personnel. It has been 
observed in one outpatient depart- 
ment operating on an extempo- 
raneous compounding basis that 
200 prescriptions a day require the 
time of five pharmacists preparing 
prescriptions plus the attention of 
one non-professional worker to keep 
stock bottles filled while the clinics 
are functioning. This may be con- 
trasted with an outpatient depart- 
ment operated on the formulary 
system where 350 prescriptions are 
handled daily by one pharmacist 
and the supplies maintained by one 
non-professional worker and _ part 
of the time of a manufacturing 
pharmacist. The non-professional 
worker packages galenicals, labels, 
maintains storage and transfers to 
dispensary from storage unit on a 
daily requisition. 

Personnel appointed for dispen- 
sary work must be selected with 
care. Primarily, they must enjoy 
meeting the public, be neat, speak 
fluently and clearly the prevailing 
language, be sympathetic with the 
vagaries of human nature, possess 
compassion for the ill and indigent 
and be capable of conducting them- 
selves in a dignified and _profes- 
sional manner. 

(In a subsequent issue of Hos- 
PITALS, accounting procedures and 
the legal aspects of providing medi- 
cal supplies to outpatients will be 
considered.) 
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Cutter Solutions in SAFTIFLASKS 


are tested chemically, biologically 
and physiologically for assured safety 


It’s a tough proposition for I. V. Solutions to “pass 
muster” when they reach Cutter’s testing department. 

Hyper-critical technicians — trained to check delicate 

vaccines and serums — put them through the most 


Result is, you’ll find no “border-line” safety with any 
} Cutter Solution. Cutter’s standards assure you of 
material as trouble-free as science can produce. 


Simplicity of the Saftiflask set-up is added protection. 
No loose parts to assemble — little chance of a break 
in sterility. Why not ask your Cutter representative 
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NONPROFIT HOSPITALS ARE EXEMPT 


FROM MEDICAL PRACTICE ACTS 





Medicine Is Practiced in and not by Ffospitals 


O FULFILL its function a hospital 
ke be so organized that the 
services of radiologists, pathologists, 
anesthetists and other specialists, 
furnished by the hospital with the 
equipment and facilities necessary 
to their work, are available to assist 
the attending physician in diagnos- 
ing and treating his patient. 

“The fact that these specialists, 
that is, the radiologist, the patholo- 
gist, the anesthetist, the physi- 
cal therapist, and other medically 
trained workers, have entered the 
hospital organization as part of the 
hospital to render essential services 
to the physician for his patient and 
that they are frequently compen- 
sated on a salary instead of a fee 
basis, is arousing the fears of some 
members of the medical profession 
lest this practice become so wide- 
spread as to constitute the much- 
talked-about and ill-defined ‘corpo- 
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rate practice of medicine’. 


Some physicians contend that a 
hospital which employs a doctor on 
a salary or other stipulated com- 
pensation and charges and collects 
fees for his services is engaged in 
the illegal practice of medicine; 
further, that the laws applicable to 
profit corporations against the prac- 
tice of medicine also apply to non- 
profit hospitals.2 Likewise, it is 
charged that if a hospital employs 
a director of roentgenology or a 
director of laboratory, including 
pathology, who is not a physician 
and charges for his service, and the 
revenue of this service, is added to 
other hospital funds, it is practicing 
medicine.*® 

In rebuttal, one hospital admin- 
istrator maintains that it is not 
unethical for a member of the 
medical profession to enter into a 
contract with a hospital to examine 
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and treat patients for a fixed sti- 
pend or a fee, because physicians 
actually enter medical practice ex- 
pecting to be paid for their services. 
Their arrangements with hospitals 
usually represent a mutually satis- 
factory method of payment. The 
same administrator denies that hos- 
pitals illegally practice medicine: 


_he asserts that nonprofit hospitals 


have been confused with commer- 
cial corporations which may not 
engage in the practice of such pro- 
fessions as law, medicine or den- 
tistry.* 

Another administrator says that 
when a physician sends his patients 
to a hospital it is recognition of the 
fact that his own time, facilities, 
and skill are not sufficient to sup- 
ply each individual patient with all 
the care which modern science has 
made available. The doctor seeks 
the cooperation of the hospital in 
order to increase the patient’s 
chances of recovery, and much of 
this care must be rendered by em- 
ployees of the hospital in their 
various capacities, often without 
the personal attendance of the 
attending physician. Pathological 
work and x-ray examinations are 
traditionally a part of complete 
hospital service, he states, and all 
reputable hospitals take pains to 
see that such departments are un- 
der the supervision of men com- 
petent in their respective fields and 
approved as such by their attending 
staffs.® 





What legitimately constitutes hos- 
pitalization was determined in con- 
nection with the issuance of a 
charter to the Associated Hospital 
Service of Philadelphia pursuant to 
the Nonprofit Corporation Law of 
Pennsylvania. 

Opponents of the hospital insur- 
ance plan argued that special serv- 
ices such as laboratory, electro- 
cardiographic, x-ray, metabolism 
tests, anesthesia and physical ther- 
apy may not be included within 
the scope of the insurance contract 
with subscribers. In holding that 
these six special services were “in- 
cident” to hospitalization and there- 
fore a valid provision of the insur- 
ance agreement, the learned jurist 
passing on the application ex- 
plained: 

“There is a marked distinction 
between the relation of the patient 
to his attending physician or sur- 
geon and his relation to the radi- 
ologist, cardiologist, or other doc- 
tor performing the special medical 
services. In the first case, the pa- 
tient chooses his attending physi- 
cian or surgeon and there is a pro- 
fessional relation between them to 
the same extent as there is between 
attorney and client. The situation 
is entirely different as respects the 
doctors who perform these special 
medical services. The ordinary pa- 
tient is not interested in the name 
or personality of the doctor who 
performs these special medical 
services; he merely assumes, and has 
the right to assume, that in every 
well-regulated hospital the doctors 
who perform these services will be 
men of the highest capacity and 
skill in the respective branches.” 

None disputes, wrote the late Dr. 
Sigismund $. Goldwater, that the 
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actual work of diagnosis, treatment, 
operating and prescribing is a per- 
sonal act performed by physicians 
appointed or employed by the hos- 
ital. When the courts use the words 
“the hospital practices medicine 
through another” it is recognition 
of the fact that the hospital or pub- 
lic dispensary is not itself engaged 
in medical practice as a corpora- 


tion, but that its professional func- 
tions are performed by individuals 
skilled in the various specialties of 
the medical art. Whether or not a 
charge is made for professional 
services is not the essence of medi- 
cal practice, any more than the 
question of whether the physician, 
roentgenologist, or pathologist re- 
ceives a salary from the hospital.’ 


NONPROFIT .HOSPITALS ARE DEFINED 


It is common knowledge that in 
all the larger cities, and connected 
with most of the medical colleges 
in the country, hospitals are main- 
tained by private corporations, in- 
corporated for the purpose of 
furnishing medical and _ surgical 
treatment to the sick and injured. 
These corporations do not practice 
medicine, but they receive patients 
and employ physicians and_sur- 
geons to give them treatment.* 
Thus, it has been held in Nebraska 
that ‘“‘a hospital which is controlled 
by a corporation and which re- 
ceives patients, and contracts to 
care for them and to furnish them 
with medical attendance, does not 
by so doing practice medicine with- 
in the meaning of the act.’® 

However, there is a fundamental 
distinction between corporations 
organized for profit, which control 
the choice of physicians, and _ hos- 
pital, fraternal, religious, labor and 
similar benevolent organizations 
furnishing medical services to mem- 
bers. In nearly all of the latter 
group, the medical services are ren- 
dered to a limited and particular 
group as a result of cooperative fra- 
ternal association, or as a result of 
employment by some corporation 
which has an interest in the health 
of its employees; the public is not 
solicited to purchase the medical 
services of a panel of doctors; the 
doctors are not employed to make 
profits for stockholders. In almost 
every case involving the latter 
group the institution is organized 
as a nonprofit corporation or asso- 
ciation. 

Such activities of nonprofit or- 
ganizations are not comparable to 
those of private corporations oper- 
ated for profit, where the principal 
evils of corporate practice of medi- 
cine spring from the conflict be- 
tween the professional standards 
and obligations of the doctors and 
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the profit motive of the corporation 
employer. “It may well be con- 
cluded,” stated the California court, 
“that the objections of policy do not 
apply to nonprofit institutions.”'° 

It is the exemption of charitable 
or nonprofit hospitals from the 
prohibition that no one except a 
licensed physician may _ practice 
medicine, holds a Virginia case, 
which permits them to render a 
special service to the sick, weak and 
infirm. This work cannot be done 
merely by furnishing suitable rooms 
and food to the patient, but must 
include the trained care of nurses 
and medical attention from quali- 
fied persons. 

Even in the case of nonprofit 
hospital corporations, the courts 
have not conferred the right to 
practice medicine upon persons 
treating patients in such hospitals 
who are not qualified. The prin- 
ciple observed is that the practi- 
tioners must be qualified, but they 
may function on behalf of a cor- 
poration if the corporation does 
not stand to profit by their services. 

Obviously, the object of a hos- 
pital, as well as the reason for its 
establishment, is to render medical 
treatment and nursing of a skilled 
character; it is the facility for af- 
fording the patient a higher degree 
of nursing and medical attention 
than would be ordinarily possible 
outside of a hospital which makes it 
desirable. Indeed, the opportunity 
to render such service enables a 
hospital to make a higher charge 
than a hotel or boarding house.1! 

In addition to maintenance and 
nursing care, it is a well-known fact 
that such hospitals provide a mullti- 
tude of other services such as x-rays, 
laboratory tests, physical therapy, 
medicines, the use of their facili- 
ties, and medical and surgical treat- 
ment.?? 

Some courts, however, have drawn 








a distinction between corporations 
practicing medicine and those 
merely furnishing medical services. 
But, speaking generally, where a 
corporation operates a clinic or hos- 
pital, employs licensed physicians 
and surgeons to treat patients, and 
itself receives the fees for their serv- 
ices, it is unlawfully engaged in the 
practice of medicine. One purpose 
of this rule is to prevent the prac- 
tice of medicine from being com- 
mercialized or exploited. The rela- 
tionship of doctor and patient, well 
recognized in the law, would be 
destroyed under such circumstances, 

“But in all the cases we have ex- 
amined in which the practice has 
been condemned, the profit object 
of the offending corporation has 
been shown to be its main pur- 
pose,” said the Federal Court in the 
case of United States v. American 
Medical Association. The same 
court pointed out that the prohibi- 
tion against furnishing medical 
care or rendering treatment does 
not apply to a nonprofit organiza- 
tion conducted so that the proper 
doctor and patient relationship is 
preserved; where there is no inter- 
ference with the doctor’s loyalty to 
his patient which would commer- 
cialize medicine in a way contrary 
to the best interests of patient or 
practice, or subject the physician to 
the corporation’s control and make 
his practice a corporate act, for in 
this respect it differs from the medi- 
cine-practicing corporations which 
in many states have been held to be 
illegal.** 

In a nonprofit or charitable hos- 
pital corporation the profit motive 
cannot be its principal object, be- 
cause these institutions are oper- 
ated by corporations no part of the 
net earnings of which may inure to 
the benefit of any private share- 
holder or individual. Whatever the 
hospital receives from paying pa- 
tients is regarded merely as a con- 
tribution toward the maintenance 
of the charity, whether the money 
comes from those able to pay wholly 
or only partly for the accommoda- 
tions or services which they are 
given. That the services of the hos- 
pital yield some profit is negligible 
if financial gain is not the purpose 
of the service and no profit goes to 
the founders or stockholders.’ 

The. Court of Appeals of New 
York State has held that ‘“‘a hospital 
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duly incorporated under the Mem- 
bership Corporations Law unques- 
tionably holds itself out as being 
able to diagnose, treat, operate and 
prescribe for human disease, pain, 
injury, deformity or physical con- 
dition; and such corporations do in 
fact offer and undertake publicly 
and frequently through the agency 
of advertisements to diagnose, 
treat, operate and prescribe for 
such diseases. An institution of this 
character possessing legislative au- 
thority to practice medicine by 
means of its staff of registered physi- 
cians and surgeons, comes under 
the direct sanction of the law in so 
Going. ...""* 

To the query as to whether a 
charitable hospital corporation may 
charge a ward patient for surgical 
services performed by its medical 
staff, one of the courts replied: 
“The fact that part of said bill is 
for services rendered by one or 
more physicians in the hospital does 
not preclude recovery thereof by 
the plaintiff.” 

In the Hospital Lien Law of New 
York, it is provided that charitable 








hospitals have a lien upon the 
claim of hospitalized patients in- 
jured in accidents. The lien so 
granted has been held to include 
the cost of any professional services 
such as those of resident physicians 
for which the hospital is under a 
direct obligation to pay.%’ 

These institutions are to be dis- 
tinguished from proprietary hos- 
pitals which are organized as busi- 
ness enterprises, where all patients 
are required to pay for their accom- 
modations and the services of the 
hospital, and no free work is done. 

‘For-profit hospitals of this char- 
acter offer their facilities for the use 
of physicians who bring their pa- 
tients there. Institutions of this 
type are relegated to the role of a 
specialized hotel where the sick or 
infirm in body or mind may be 
treated by physicians of their own 
selection who are expressly or im- 
pliedly employed by them; and 
such corporations or hospitals in 
New York State may not recover 
for medical or surgical services, and 
are forbidden to engage in the 
practice of medicine.*® 


CONTRASTING VIEWS IN TWO STATES 


There are two states, Missouri 
and Nebraska, which make no dis- 
tinction between commercial and 
nonprofit corporations, so long as 
the services are rendered by regis- 
tered physicians and the charter 
provides for the rendition of medi- 
cal care. 

In Missouri, a corporation was 
organized as the Lewin Hernia 
Cure Company; its charter pro- 
vided for “furnishing treatment for 
hernia and medical and surgical 
treatment for all other diseases, ac- 
cidents and deformities.” Dr. Lewin 
who owned 98 per cent of the stock 
was employed by the corporation 
as general manager and as a physi- 
cian to treat patients who con- 
tracted with the corporation for 
treatment of hernia or other dis- 
eases. 

When the company was accused 
of practicing medicine illegally, it 
alleged in defense that its purpose 
was to contract with persons to pro- 
vide medical treatment through 
licensed physicians in its employ; 
that, in the main, it was doing what 
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hospitals do every day, that is, con- 
tracting with physicians to furnish 
treatment. 

This contention of the corpora- 
tion was sustained by the court on 
the ground that the charter author- 
ized the company to “furnish” 
medical treatment and not to prac- 
tice medicine.?® 

The State of Nebraska attempted 
to prevent a corporation known as 
the State Electro-Medical Institute 
from engaging in practicing medi- 
cine for hire. The corporation ad- 
mitted that it solicited the public 
to come for treatment for physical 
diseases by licensed physicians in 
its employ. 

Dismissing the charge of illegal 
practice of medicine, the court 
stated: “It seems clear that the de- 
fendant has not practiced or at- 
tempted to practice medicine with- 
in the meaning of the statute. . . . 
It -is impossible to conceive of an 
impersonal entity ‘judging the na- 
ture, character, and symptoms of 
the disease’ or ‘determining the 
proper remedy,’ or giving or pre- 
scribing the application of the rem- 












edy to the disease. Members of the 
corporation, or persons in its em- 
ploy, might do these things, but the 
corporation itself is incapable to do 
them.”’° 

The same corporation sued a pa- 
tient for breach of contract, alleg- 
ing it made a contract in writing 
with him whereby it undertook to 


‘render professional services to him 


until he was cured of a certain dis- 
ease, for which care the patient 
agreed to pay a stipulated sum. ‘The 
patient refused to make payment 
on the ground that the contract of 
the corporation: was for medical 
services which it was incapable of 
rendering; that such a_ contract 
made by a corporation, to be per- 
formed by a licensed physician, is 
void. 

Validity of the contract was up- 
held by the court, which pointed 
out that the corporation did not 
practice medicine by making a con- 
tract for such service and collecting 
a fee: it is necessary only that the 
one who actually performs the sur- 
gical operation or administers the 
remedy be qualified and licensed 
under the statute.” 

The right of an individual to 
contract with a physician for medi- 
cal services for a stipulated period 
at fixed compensation has never 
been challenged. By analogy a 
group of individuals may make a 
similar arrangement with a group 
of physicians. Such a group of per- 
sons may also incorporate them- 
selves for their own mutual benefit 
for the same purpose. 

A corporation in the District of 
Columbia, not for profit, of this 
character, for the mutual benefit of 
its members, limited to certain em- 
ployees of the government, was 
formed. The corporation was not 
in the business of making money 
by furnishing services to anyone 
who may come along. No profit was 
to be made for itself or its mem- 
bers. Such a corporation does not 
practice medicine nor hold itself 
out as doing so.?? 

It has been held to be proper in 
the state of California for a group 
of physicians to organize a corpo- 
ration to contract with beneficiary 
members for treatment and to re- 
ceive payment from the corpora- 
tion. 

The membership of the corpora- 
tion consisted of administrative 
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members comprised of physicians, 
professional members who are li- 
censed physicians and _ surgeons, 
and beneficiary members who pay 
monthly dues entitling them to se- 
cure from any professional mem- 
bers necessary medical and surgical 
service. 

Professional membership was 
open to all physicians who agreed 
to abide by the rules of the corpo- 
ration that all compensation for 
services was to be paid upon a pro 
rata basis of the monthly funds col- 
lected from beneficiary members. 


The insurance commissioner of 
the state of California alleged the 
activities of the corporation con- 
stituted the corporate practice of 
medicine and surgery, while, on the 
other hand, the corporation claimed 
its business and operations com- 
prise the performance of a personal 
service by its professional members 
to its beneficiary members for which 
the corporation acts as the media- 
tor or agency for the payment of 
compensation for such services. 

Upon these facts the trial court 
decreed that “the rendition of 
medical and/or surgical services by 
plaintiff or by plaintiff's profes- 
sional members does not constitute 
a violation of the principle that a 
corporation may not engage in or 
be licensed to practice one of the 
learned professions, to wit: law, 
medicine, dentistry, architecture, 
etc," 

On the other hand, the attorney- 
general of New York State, in an 
opinion rendered on October 2, 
1945, has held that if a contract en- 
tered into between a cooperative 
and a partnership composed of 
doctors, for the purpose of provid- 
ing group medical services for the 
cooperative’s members, involves fee 
splitting by or between the doctors, 
it is forbidden by law. He cited a 
statute, enacted in 1944, which pro- 
vides for professional disciplinary 
action where a physician has di- 
rectly or indirectly requested, re- 
ceived or participated in the divi- 
sion or splitting of any fee for any 
type of medical, surgical or dental 
care. However, any arrangement 
which is limited to securing to each 
member of the group payment for 
services performed by him, after 
contributing a proportion of office 
expenses approximately equivalent 
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to his use of office facilities, is per- 
mitted. 

The specific case involved was 
that of a nonprofit cooperative cor- 
poration formed under the Insur- 
ance Law to furnish medical ex- 





pense indemnity service to several 
thousand citizens of the state. It de- 
sired to contract on behalf of its 
members with doctors who would 
themselves finance the equipment 
and services involved. 


RULE CLEAR FOR PROFIT GROUPS 


No doubt exists as to the rule a 
corporation organized for profit 
cannot engage in the practice of 
medicine, nor may it employ physi- 
cians to do so as its agents.”4 

In February of 1929, the Barton 
Clinic, a corporation for profit, was 
incorporated to conduct and oper- 
ate a general medical and surgical 
hospital and clinic and employ 
duly licensed physicians, surgeons, 
nurses, students and other persons 
to carry on the business of said cor- 
poration. Its 750 shares of capital 
stock were held by duly licensed 
physicians and surgeons and by» 
nurses and other employees of the 
corporation, and a,small part by a 
lay person. 


A contract was entered into by 
the clinic with Codington County, 
South Dakota, pursuant to which 
the corporation furnished medical 
and surgical services, and medicines 
to the county indigent. All of the 
professional services involved were 
performed by duly licensed physi- 
cians and surgeons employed at 
fixed salaries by the corporation, 
and all charges therefor accrued to 
and were made by the corporation. 
The corporation owned all equip- 
ment used by the doctors and main- 
tained the supply of drugs fur- 
nished patients. It did not hold a 
license to practice medicine and 
surgery, nor to operate a pharmacy. 


These contracts by a profit cor- 
poration functioning through duly 
licensed practitioners were held to 
be illegal. “Its trade commodity,” 
said the court, “would be the pro- 
fessional services of its employees. 
Constant pressure would be exerted 
by the investor to promote such a 
volume of sales of that commodity 
as would produce an ever increas- 
ing return on his investment. The 
end result seems inevitable to us, 
viz., undue emphasis on mere money 
making, and commercial exploita- 
tion of professional services.”?° 


A commercial corporation is also 
forbidden in its own name to treat 








patients even though it is done on 
the advice of registered physiciais. 
One Godfrey, it appears, organized 
a business corporation called the 
“Gatlin Institute of New York, In- 
corporated,” for the cure of liquor 
or drug habit. A criminal action 
was instituted against him by the 
New York County Medical Society 
for violation of the medical prac- 
tice act. The action against God- 
frey, however, was dismissed, where- 
upon he sued the society for mali- 
cious prosecution, and was awarded 
$2,500 in damages. . 

An appeal was taken by the med- 
ical society; the judgment was 
reversed on the ground that the so- 
ciety had probable cause for prose- 
cuting him and that both the court 
which failed to convict Godfrey 
and the one which awarded dam- 
ages to him were wrong in their 
theory of the law, since a “business 
corporation cannot administer in 
its own name medicine in treating 
disease or physical condition . 
even if it does so on the advice or 
prescription of a licensed physician 
in each individual case.”?¢ 

It is improper for a corporation 
for profit to make contracts with 
subscribers at fixed fees for services 
to be rendered by physicians in its 
employ. The United Medical Serv- 
ice of Chicago, for example, was 
chartered as a corporation for profit 
to operate a clinic with a fixed fee, 
low-cost medical service to be ren- 
dered by physicians licensed in the 
State of Illinois. It advertised its 
services in the public press together 
with the charges for specific medical 
services and x-rays. 

Persons receiving treatment en- 
tered into contracts with the corpo- 
ration, which received the fees for 
such services and paid the physi- 
cians in its employ their remunera- 
tion. This corporation was held to 
be practicing medicine in violation 
of the medical practice act.?7 

Similarly, it is the illegal practice 
of medicine for a medical expense 
corporation organized for profit to 
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designate the physicians who may 
be selected by subscribers to treat 
them. 

Under the general corporation 
law of California, the Pacific Health 
Corporation, Inc., was formed. Con- 
tracts were issued by the corpora- 
tion to persons in good health, by 
the terms of which it undertook to 
pay for services rendered by physi- 
cians, hospitals, ambulance and 
medical laboratories, for a specified 
premium. A list of physicians and 
surgeons approved by the corpora- 
tion was kept by it; to obtain the 
benefits of the service the contract 
holders were required, save as to 
emergency expenses not exceeding 
$50, to accept a doctor from such 
list. 

It was conceded that the corpo- 
ration was operated for profit; that 
it solicited contracts and paid com- 
missions to its agents; that the in- 
come was invested, except that 
charges for medical services were 
paid out of the general fund and 
income from investments. It was 
argued, nevertheless, that the cor- 
poration itself did not undertake 
to perform medical services, but 
merely to furnish competent physi- 
cians who were not employees of 
the corporation, on a salary basis, 
but were independent contractors 
compensated for actual services 
after they were rendered. 

The court disagreed with this 
view, declaring: “The evils of di- 
vided loyalty and impaired confi- 
dence would seem to be equally 
present whether the doctor received 
benefits from the corporation in 
the form of a salary or fees. And 
freedom of choice is destroyed, and 
the elements of solicitation of medi- 
cal business and lay control of the 
profession are present whenever 
the corporation seeks such business 
from the general public and turns 
it over to a special group of doc- 
tors.’’28 

Medical expense policies to in- 
demnify subscribers issued by profit 
corporations are invalid if the pro- 
fessional men are designated by the 
corporation. ‘ 

One such corporation in Califor- 
nia undertook to provide medical 
and dental services to policyhold- 
ers, through physicians and dentists 
appointed by its medical director. 
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This contract was held to be in- 
valid on the ground that it was 
basically an agreement by the cor- 
poration, in consideration of the 
premium paid by the insured, to 
furnish the designated professional 
services through its appointed staff, 
consisting of its medical director, 
its designated physicians and_ its 





designated specialists. Such a policy 
is not an agreement to indemnily 
the policyholder against indebted- 
ness incurred for such services with 
professional men of his own choos. 
ing, but an agreement to furnish 
medical and other professional serv. 
ices through its own appointed staff 
of professional men.”° 


DOCTOR IS INDEPENDENT CONTRACTOR 


Yet where patients seek to hold 
hospitals liable for the malpractice 
of their physicians, the courts uni- 
versally hold that the hospital is 
not legally responsible because the 
corporation cannot practice medi- 
cine: the doctor is deemed an “in- 
dependent contractor” who exer- 
cises his own judgment and _ per- 
sonal skill. 

The surviving wife and children 
of a patient brought an action for 
damages for his death alleged to 
have resulted from the negligence 
of a surgeon. It was claimed that 
the deceased suffered a rupture of a 
gastric ulcer of the stomach, due to 
delay in operating. Joined as de- 
fendants were the surgeon and the 
Todd-California Shipbuilding Cor- 
poration of California and Indus- 
trial Indemnity Exchange, the lat- 
ter two being alleged to be the 
owners of the hospital. 


There was nothing’ in the com- 
plaint, said the court, which showed 
that the corporation had contracted 
with the patient to furnish the pro- 
fessional services. Moreover, mem- 
bers of the learned professions have 
the status of independent contrac- 
tors rather than the status of em- 
ployees and therefore neither a cor- 
poration nor any unlicensed person 
may be held liable under the doc- 
trine of respondeat superior for the 
malpractice of such members. The 
complaint against the corporation 
operating the hospital was dis- 
missed.*° 

In another action in California, 
an appeal was taken by a patient 
from a ruling in favor of a hospital 
dismissing the complaint which in- 
dicated that the patient entered the 
hospital for an operation on the 
right kidney. 

While the patient was under the 
care of the doctors, one of his ribs 
was broken, due, as he claimed, to 
the negligence of both the doctors 








and the hospital. The patient him- 
self did not know exactly how the 
injury occurred: it was his conten- 
tion that the mere fact he sustained 
a fractured rib was sufficient proof 
of negligence; that the hospital was 
careless because it failed to discover 
his broken rib. 

Dismissal of the complaint was 
upheld because the facts alleged 
were insufficient to establish negli- 
gence on the part of the doctors: 
in connection with the charge 
against the hospital, the court 
noted that the hospital being a cor- 
poration was without authority to 
practice medicine. The discovery of 
a broken rib and the treatment 
thereof, after the discovery, would 
appear to be an act of practicing 
medicine.* 

In an action against a private 
for-profit hospital for the alleged 
negligence of two of its physicians, 
the complaint stated that the hos- 
pital “held itself out to the public 
that it and its employees (the doc- 
tors) were qualified and competent 
to properly diagnose and treat sick 
and injured persons, and it agreed 
with said plaintiff, for a considera- 
tion, to properly diagnose and treat 
his injuries.” This complaint, as- 
serted the court, was based upon 
the theory that the corporation was 
engaged in practicing medicine and 
surgery, and that it contracted to 
diagnose and treat the patient's 
injury. 

Such an allegation, the court 
ruled, fails to state a cause of ac- 
tion, for although it is held in some 
jurisdictions that corporations may 
legally engage in the practice of 
medicine and surgery, in this state 
(Indiana) it is unlawful for a cor- 
poration to practice medicine, and 
any contract made in the name of 
the corporation, binding it to diag- 
nose or treat ailments or diseases, is 
unlawful and against public policy. 
Since the corporation could not 
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legally practice medicine, the pa- 
tient was bound to know that who- 
ever treated him was not acting for 
the corporation.*? 


CONCLUSION 

Adequate hospitalization must in- 
clude the services of specialists, 
such as the radiologist, pathologist, 
physical therapist, and anesthetist, 
as well as laboratory and electro- 
cardiographic services. The rela- 
tionship between the patient and 
his attending physician or surgeon 
is personal; it is not necessarily so 
with those performing special serv- 
ices in the hospital. 


Whether or not a charge is made 
for professional services by the hos- 
pital or the doctor is not the es- 
sense of medical practice. While 
a nonprofit hospital may not be 
licensed to practice medicine, it 
may render such services through 
its qualified personnel as is custom- 
ary and necessary for the care of its 
patients. Ancillary services are a 
necessary part of hospitalization. 


The primary obligation of the 
hospital is to provide and organize 
all the services necessary for the 
diagnosis, treatment and rehabilita- 
tion of the patient. Provision of 
medical services in hospitals is part 
of the responsibility of the hospital, 
and is consistent with the rights, 
privileges and obligations of hospi- 
tal staff physicians under their 
medical licensure. 

The performance of diagnostic 
and therapeutic procedures by staff 
members constitutes the practice of 
medicine in hospitals. It is not the 
practice of medicine by hospitals. 
The employment of a physician by 
a hospital is consistent with law 
and with professional ethics and 
does not imply that the hospital is 
engaged in the practice of medi- 


cine. The financial arrangement be- 
tween a hospital and a physician is 
not a determining factor in the eth- 
ics or legality of medical practice in 
hospitals. (Principles adopted by 
the board of trustees of the Ameri- 
can Hospital Association, January 
18, 1938). 

While it is true that the code of 
ethics of the American Hospital 
Association declares it to be unpro- 
fessional for a physician to permit 
a direct profit to be made from his 
services by any lay body, organiza- 
tion, group or individual, the pro- 
hibition evidently is aimed against 
commercial exploitaton; it would 
clearly not prevent nonprofit or- 
ganizations from engaging in con- 
tract medicine even if an operating 
surplus is accumulated as a reserve. 

Profit groups or corporations 
may not employ physicians and re- 
ceive the fees, nor control the selec- 
tion of physicians or contract to 
provide medical treatment. The 
distinction primarily .is in the na- 
ture of the corporation, rather than 
the arrangement to compensate the 
professional workers. 

Groups of physicians may form a 
nonprofit cooperative corporation 
in New York State to furnish medi- 
cal expense indemnity service and 
it may contract on behalf of its 
members with doctors who them- 
selves finance the equipment and 
services involved, provided the ar- 
rangement does not involve any 
factor of fee-splitting. The arrange- 
ment must be “limited to securing 
to each member of the group, pay- 
ment for services performed by him 
after contributing a proportion 
of office expenses approximately 
equivalent to his use of office fa- 
cilities.” (Opinion of Atty. Gen. 
New York, re: Article 9-C of the 
State Insurance Law.) 
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Hospital Ministry 
(Continued from page 61) 


brother” or “friendly counselor” is 
in an excellent position to render 
more effective Christian service. 


MINISTRY TO MINISTERS 


It is in this area that the chap- 
lain of today finds his newest ex- 
pression. For a long time hospitals 
have served as clinical training 
centers for medical interns. Now 
several church hospitals are offer- 
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ing similar opportunities to pas- 
toral interns. The chaplain quite 
naturally heads the clinical train- 
ing program and acts as the chief 
instructor for theological students 
and pastors who spend one to six 
months exploring the field of coun- 
seling and ministering to the sick. 
In hospitals where such clinical 
programs for pastors are now in 
progress the standard of pastoral 
care has been raised considerably. 
In addition, the chaplain from 





time to time lectures on his work 
to various ministerial groups and 
organizations. This affords an op- 
portunity to inform all pastors in 
parish work regarding — specific 
problems of hospital patients, to 
advise them in methods of ap- 
proach and to point out various 
pitfalls to be avoided. In the au- 
thor’s experience, these suggestions 
have given the ministry a better 
conception of the hospital, as well 
as suggestions which are of help in 
ministerial work. 
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Blue Cross News 






Southwest Plans Hear Local 


GOALS FOR FUTURE 


pean EDUCATION, enrollment 
techniques, medical plans, and 
service and reenrollment methods 
were discussed by approximately 80 
representatives who attended the 
Southwest Blue Cross Conference 
July 24 and 25 at the Shirley Savoy 
Hotel, Denver. 

The necessity for employing all 
public relations methods to inter- 
pret each plan to the public was 
stressed, with emphasis on the im- 
portance of each individual’s proper 
handling of subscribers. The plans 
were told that national progress of 
Blue Cross depended upon their 
own efforts in solving local prob- 
lems. 

National, rural and individual 
enrollment methods were discussed 
and their advantages and disad- 
vantages explored, together with 
the techniques of reenrollment and 
servicing of existing members. 


How to sell medical plan partici- 
pation to the medical profession 
and the public, and the significance 
of federal health insurance propo- 
sals were topics which concluded 
the conference. 

William S$. McNary, Denver, Col- 
orado plan executive, was chairman 
of the conference, assisted by Ar- 
thur Abbey and Jack Vance of the 
plan staff. Plans represented in- 
cluded those with headquarters at 
Kansas City, Mo.; St. Louis; Tulsa; 
Dallas; New Orleans; Des Moines; 
Sioux City; Topeka; Albuquerque; 
Phoenix; Los Angeles; Salt Lake 
City; Boise, and the host plan, 
Deuiver. 

Jack Redheffer, assistant director 
of Kansas City Blue Cross, was 
named chairman of the 1947 con- 
ference which will be held in the 
plan’s headquarters city. 





Enrollment at All-Time Fligh 


With second quarter Blue Cross 
enrollment increases substantially 
topping the former all-time high 
established during the first quarter, 
gains for the first half of 1946 came 
within 10 per cent of gains for all 
of 1945. 

Increases of 1,773,250 for April, 
May and June brought the num- 
ber protected as of July 1 to 23,- 
132,508. Growth for the first six 
months of the year was 3,143,303 
in comparison with the 3,495,620 
added during all of 1945. 

Associated Hospital Service of 
New York set the pace by enrolling 
190,777 during the second quarter, 
followed by Plan for Hospital Care, 
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Chicago, with a gain of 142,251, 
and Associated Hospital Service of 
Philadelphia, 85,622. ‘Twenty-six 
plans exceeded the average second 
quarter gain of 20,382. 

The largest plan gains by size 
groups, in addition to New York 
City in the “over 500,000” group, 
were: 


Group Size Plan Growth 


200,000 to 500,000 Providence 62,430 
100,000 to 200,000 Indianapolis 33,014 
Less than 100,000 Chattanooga 23,670 


During the quarter, Plan for 
Hospital Care, Chicago, became the 
fourth plan to have enrolled more 
than a million members, while the 
Wisconsin Blue Cross plan moved 





into the “over 500,000’” classifica- 
tion by adding 67,150. 

Five plans, with headquarters at 
Winnipeg, Montreal, Los Angeles, 
Topeka and Moncton, joined the 
“over 200,000” class. These were 
headed by Montreal, which en- 
rolled 40,928 in the second quarter. 

New York City, with a member- 
ship of 2,534,389, continues to be 
the largest of the Blue Cross plans. 
Boston follows with 1,695,000 mem- 
bers, and Detroit is third with 
1,223,334. Chicago went from fifth 
to fourth place in size with an en- 
rollment of 1,009,547. Pittsburgh, 
Philadelphia, Cleveland, Newark, 
St. Louis and St. Paul complete the 
list of the 10 largest plans. 

Among statewide plans, Rhode 
Island continues to lead in percent- 
age of population enrolled, its 432,- 
033 members constituting 62 per 
cent of the residents of the state. 
Delaware’s plan included 44 per 
cent of the state’s population with 
its July 1 membership of 121,356, 
while Massachusetts Hospital Serv- 
ice covers 41 per cent of the Bay 
State’s residents. Manitoba, with 29 
per cent of its population enrolled, 
heads the Canadian provinces in 
this respect. 

As of July 1, 17 per cent of the 
population of the United States 
and Puerto Rico and 12 per cent of 
the Canadian people were Blue 
Cross members. In other words, 
every sixth person in the United 
States and Puerto Rico and every 
eighth person in Canada is en- 
rolled. 


Easing the Bed Shortage 


Attributing increased hospital 
utilization in part to the wide- 
spread ability to ‘pay afforded by 
Blue Cross plans, Dr. J. B. Stiefel, 
assistant medical director of Asso- 
ciated Hospital Service, New York 
City’s Blue Cross plan, in a July 
18 address urged the Kings County 
Medical Society to adopt practical 
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measures to ease hospital bed short- 
ages temporarily. 


“The long range, fundamental 


solution is to construct, equip and 
staff new hospitals and expand ex- 
isting hospital facilities,” said Dr. 
Stiefel. “The continued existence 
and growth of the Blue Cross plan 
movement is a tangible and impor- 
tant asset in any long range pro- 
gram, particularly in non-govern- 
mental hospital planning—because 
the plans have proven to be effec- 
tive economic shock absorbers and 
they continue to guarantee equit- 
able payment for services to be 
rendered to a significant percent- 
age of prospective hospital pa- 
tients.” 

In making suggestions for reliev- 
ing the shortage of facilities, Dr. 
Stiefel put it up to individual 
physicians to determine whether or 
not a patient has a valid medical 
indication for admission to a gen- 
eral hospital under present day cir- 
cumstances. He pointed out that 
thousands of hospital days each 
month are used by patients requir- 
ing minor surgery of an office or 
outpatient type, or merely simple 
bed rest and nursing care. 


An important contribution to 
the relief of shortages, said Dr. 
Stiefel, could be effected if patients 
requiring diagnosis were referred 
to the physician-specialist, labora- 
tory, or hospital outpatient depart- 
ment. Although admissions for 
diagnosis are generally short stay 
cases, Dr. Stiefel commented, such 
patients require an unusual amount 
of auxiliary service. 


The effectiveness of discharging 
patients as soon as medically feasi- 
ble was also discussed by the 
speaker, who said, “If the average 
hospital stay of all semiprivate and 
private room patients in the New 
York City area could be reduced by 
one-half day . . . it would have the 
same effect as constructing, over- 
night, a number of general hospi- 
tals with bed capacities of 500 to 
1,000 patients.” 

Dr. Stiefel cited the need for con- 
verting existing hospital facilities 
in the New York City area to meet 
increased demands for semiprivate 
accommodations and referred to a 
report issued to hospital adminis- 
trators by the plan. 

In 1945, the report stated, 30 per 
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cent of the ward beds in New 
York’s voluntary general hospitals 
were empty, while in 67 hospitals 
semiprivate occupancy : averaged 
94-5 per cent. During the 10-year 
period 1935 to 1945, there was an 
increase of 11 per cent in the num- 
ber of semiprivate beds, while 
the number of days spent by pa- 
tients in semiprivate accommoda- 
tions jumped 71 per cent. Yet in 
hospitals located in all five bor- 
oughs of New York City more than 
50 per cent of the available space 
is still devoted to ward care. 

Dr. Stiefel suggested intensive 
drives for the recruitment of nurs- 
ing personnel as a method of “tid- 
ing hospitals over until the fruition 
of a long range program entailing 
questions of wages and hours, work- 
ing conditions, and opportunities 
for future advancement.” 


New Medical Director 


Dr. Richard F. Kieffer, who has 
been engaged in the private prac- 
tice of surgery in Baltimore since 
1919, will assume his duties Sep- 
tember 15 as 
medical director 
of both the 
Maryland Blue 
Cross plan and 
the proposed 
Maryland Medi- 
cal Service Plan 
which Blue 
Cross will ad- 
minister. Dur- 
ing World War I, Dr. Kieffer was 
commissioned a first lieutenant in 
the United States Medical Corps 
and served with the British Army 
in France before becoming surgeon 
of a hospital for civilians in France 
under the direction of the Ameri- 
can Red Cross. Later, as chief of 
the Surgical Service Evacuation 
Hospital, he attained the rank of 
major. 

During World War II he was an 
examining surgeon on an army in- 
duction board and a selective serv- 
ice medical board member. 


New Oregon Contract 


Northwest Hospital Service, Ore- 
gon’s Blue Cross plan, on July 15 
announced the availability of a 
medical-surgical contract as a com- 
panion to its hospital service plan. 


Its schedule of fees runs from $5, io 
$225. 

The new contract will be avail- 
able initially only to groups 4l- 
ready enrolled for hospital care, 
but will be generally available on 
January 1. 


More Public Relations 


Five Blue Cross plans have ie- 
cently set up public relations de- 
partments to make a total of 40 
plans—in contrast to 15 at the be- 
ginning of the year—employing 
public relations personnel. Thirty- 
one plans have fulltime and nine 
have part time public relations 
chiefs. 

Recently added to the list of full- 
time public relations directors by 
Texas Blue Cross was Miss Pat 
Murphy, graduate of the Univer- 
sity of Texas School of Journalism. 
She has been with the plan for 
more than two years, during the 
major part of which she served as 
secretary to Walter R. McBee, ex- 
ecutive director. 

Northwest Hospital Service Plan, 
Portland, Ore., has announced the 
selection of Claire Warner Church- 
ill as public relations director. 
Prior to her affiliation with Oregon 
Blue Cross, Mrs. Churchill was en- 
gaged in public relations with the 
WAC. 

Blue Cross in Toronto, Ontario, 
handles public relations activities 
through its enrollment service de- 
partment, Lawrence F. Jones, man- 
ager. 

Utah’s Blue Cross plan has a 
newly-established public relations 
department headed by Donald B. 
Ellison. 

Ollie J. Price began his duties on 
August 1 as director of public rela- 
tions with Community Hospital 
Service, the Blue Cross plan head- 
quartered in Louisville, Ky. 


Changes in Personnel 


Hillary A. Schroder, assistant 
manager of. Hospital Service Asso- 
ciation of New Orleans, replaced 
H. A. Cross as executive director 
of Florida Hospital Service Cor- 
poration, Jacksonville, on Septem- 
ber 1. 

John C. Gage has been appointed 
executive director of Associated 
Hospitals of Danville, Ill. 
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Medical Review 


New Narcotic Drug Procedures 
PROVE TIME-SAVER 


HAT FORTY-FOUR HOURS of nurses’ 
4 po may be saved for each liter 
of narcotic drug prepared and steri- 
lized in solution ready for immedi- 
ate injection was an important 
point brought out at the recent In- 
stitute on Hospital Pharmacy. In 
these days when the scarcity of 
nurses is still acute, administrators 
may well give some thought to the 
adoption of this method of adminis- 
tering narcotic drugs in their hos- 
pitals. 


Using the old, cumbersome spoon- 
method of preparing hypodermics 
for administration, a major portion 
of the time involved is consumed in 
boiling the water in a spoon, draw- 
ing a measured portion of boiled 
water into the syringe, emptying 
unused water from the spoon, add- 
ing the measured amount of boiled 
water to the spoon, dissolving the 
hypodermic tablet in the measured 
water, drawing the solution back 
into syringe. 

By having the pharmacist pre- 
pare and sterilize the narcotic drugs 
in solution, employing a vial fitted 
with a rubber diaphragm stopper 
similar to the type vial in which 
penicillin is dispensed, the most 
time-consuming of these steps are 
obviated. With the drug sterile and 
in solution it is only necessary for 
the nurse to sterilize the rubber 
stopper of the bottle, insert the 
needle and withdraw a measured 
portion of the solution. In the sev- 
eral hospitals where this method is 
used it not only saves a considerable 
amount of nurses’ time but the 
method is so much more conven- 
ient that after using the procedure 
nurses are reluctant to return to 
the spoon method. 

One of the early objections to 
having the drugs in solution ready 
to inject was the loss that occurred 
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by the habit of nurses drawing an 
excess amount of solution into the 
syringe and then squirting a small 
amount into the air, in order to get 
the exact dosage ordered. Of course 
this resulted in a waste of the nar- 
cotic drug and made it difficult to 
account for the volume of solution 
originally placed in the vial. How- 
ever, this objection was easily over- 
come by having the nurse invert the 
vial with the needle still through 
the stopper and empty the excess 
solution back into the vial. 

Since codeine and morphine are 
two of the drugs used routinely in 
all hospitals these medications are 
often among the first chosen to be 
prepared in solution. In addition 
some pharmacists prepare solutions 
of atropine, scopolamine or dihydro- 
morphinone, as well as combinations 
of morphine and atropine, and mor- 
phine and scopolamine. The phar- 
macist will have little difficulty 
with these solutions and they may 
be readily prepared and sterilized, 
using standard procedures. 


General Hospitals 
And Psychiatric Care 


Psychiatry functions at four lev- 
els: custodial, therapeutic, preven- 
tive, and directional. Although the 
general hospital need not be a cus- 
todial institution it can take care of 
the therapeutic, preventive and di- 
rectional functions in a satisfac- 
tory manner. Each general hospital 
should take a major role in the care 
of some psychiatric problems. ‘These 
conclusions are reached by Joseph 
C. Yaskin, M.D., in the July 1946 
issue of the Pennsylvania Medical 
Journal. He states that: 


“The organization of the psychi- 
atric department consists of: 





"1. Consultation service for the 
various medical and surgical de- 
partments. 

"2. An outpatient department for 
the handling of psychosomatic sit- 
uations and other psychoneuroses, 
borderline mental cases, and follow- 
up of improved or recovered men- 
tal cases, organic diseases compli- 
cated by functional disturbances, 
industrial and educational prob- 
lems, and mental hygiene for chil- 
dren and adults. 


"3. Separate departments for psy- 
chotic patients who can be studied 
and treated until they are well, or 
until they are transferred to a suit- 
able state or private institution for 
the mentally ill. The psychopathic 


-department may be housed on. a 


separate floor if the building is 
large enough or may have a build- 
ing -adjoining the general hos- 
pital with direct communications 
through the hospital. 

"4. A department for training of 
personnel to take care of not only 
the intramural and outpatient de- 
partments but various problems in 
the community at large. 

"5. Departments of occupational 
and physical therapy which can be 
used not only for the treatment of 
psychiatric cases but equally well 
for the treatment of a variety of in- 
dustrial cases with both physical 
and psychiatric disabilities. 

"6. There should be a close liai- 
son between the psychiatric depart- 
ment and the social service depart- 
ment of the hospital, also with the 
various social and _ educational 
agencies of the community.” 

Presumably one of the more seri- 
ous objections to the practice of 
psychiatry in a general hospital is 
the liability to disturbance and sui- 
cidal attempts. However, sound 
proofed rooms, proper use of seda- 
tives, and - adequate supervision 
tend to minimize these problems. 

The cost of such a department is 
perhaps the greatest single objec- 
tion. Dr. Yaskin apparently feels 
that financial support is a responsi- 
bility of social and governmental 
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agencies, recognizing that the treat- 
ment of psychiatric illness is very 
expensive. 


Tuberculosis Bacillus 
and the Vole 


A distinct strain of the tubercu- 
losis bacillus which is highly patho- 
genic only to the vole (a small field 
animal) was isolated in 1937. In the 
wild field vole this strain produces 
sores under the skin which some- 
what resemble rat-leprosy. The 
course is slowly progressive. On the 
other hand, when injected into cat- 
tle, guinea pigs, and rabbits this 
strain produces local lesions but 
does not go on to progressive sys- 
temic disease. 

Guinea pigs have been vaccinat- 
ed with the vole bacillus and then 
experimentally infected with a 
mammalia type tubercle bacilli 
which normally is highly virulent 
to guinea pigs. The vaccination in 
this experiment provided the high- 
est degree of protection against the 
virulent mammalian strain which 
has so far been discovered. 

Preliminary experiments with this 
type vaccination when compared to 
vaccination with the BCG vaccine 
indicate that BCG vaccination in 
experimental animals is inferior to 
vole vaccination. It is expected that 
vole bacillus vaccination will next 
be tried in human beings. 





“Immunization with the Vole Bacillus,” 
Journal of the American Medical Associa- 
— Editorial 131:1212-1213, August 10, 


Checking Immunity 
To Whooping Cough 
Thousands of infants and young 
children have been immunized 
against whooping cough in the last 
ten or 12 years. Many different 
commercial preparations have been 
used and more recently the pertussis 
vaccine has been mixed with other 
prophylactic agents such as diph- 
theria toxoid or tetanus toxoid. De- 
spite the widespread use of this 
procedure there has been no easily 
applicable method of determining 
immunity following immunization. 
Now a simple method appears to 
have been discovered by which the 
persons who are immune can be 
differentiated. The test consists of 
the injection of one tenth cc of a 
purified agglutinogen just into the 
skin of the left fore arm. The test 





may be read within one half hour 
and if the response at that time is 
negative or indeterminate it should 
be read again at twenty-four hours. 

If the person is immune an in- 
durated (hardened) area exceeding 
10 mm in diameter can be felt. It is 
this thickening which is significant; 
redness which sometimes accom- 
panies the test does not have any 
meaning so far as immunity is con- 
cerned. 

The induration or thickening is 
usually considerably greater at 24 
hours than it is in those cases which 
exhibit some induration within the 
half hour. The induration usually 
disappears within a couple days. It 
is stated that the best time to per- 
form the test is four or more months 
after the final dose of the immuniz- 
ing vaccine has been given. 

In case a person does not give an 
immune reaction following the first 
series of doses, it is recommended 
that a repeat series of three doses 


of potent vaccine be given followed 
by a subsequent retest. 





“Sauer, L. W. and Markley: Whoopin: 
Cough Pertussis Agglutinogen Skin Tes! 
after Immunization with Hemophilus Per 
tussis Vaccine,” J. A. M. A., 131:967 969, 
July 20, 1946. 


Seaweed Provides 


Anti-Bleeding Agent 


From seaweed a chemical which 
in powdered form exhibits anti- 
hemorrhagic action can be extract- 
ed. This chemical alginic acid has 
now been produced in a gauze-like 
material suitable for use in stop- 
ping bleeding during surgical opera- 
tions. This material can be sterilized 
in a manner similar to that used for 
ordinary surgical dressings, and re- 
portedly can be left in the body 
wounds with safety to be absorbed 
and disposed of finally by the body 
tissues. 





“Seaweed Chemical Stops Bleeding in 
Surgery,” Science Newsletter, page 11, 
July 6, 1946. 








CURRENT HEALTH CONDITIONS 


A statement from the Division of Public Health Methods, 
U. S. Public Health Service, through the month of July, 1946 








Poliomyelitis—-Cases of poliomyelitis 
have been above the average for most of 
the time since the first of the year. How- 
ever, in June and July the numbers in- 
creased greatly with a total for July of 
about 3,000 cases. The figure of 3,000 cases 
is more than twice as high as the corre- 
sponding figures for 1943 and 1945 and is 
28 per cent above the July cases for 1944. 
All three years have been epidemic; in the 
low year of 1942 there were only about 
425 cases in July. 

In the first seven months of 1946 there 
were nearly 5,500 cases of poliomyelitis, as 
compared with about 4,000 in the same 
period of 1944 and about 2,900 and 2,800 
for the same periods of 1945 and 1943, re- 
spectively. The 5,500 cases in this period 
in 1946 is five times the number reported 
in the low year of 1942. 

Thus far the numbers reported in the 
New England and Middle Atlantic States 
have been relatively small. The same was 
true of the North Central States up to 
July, but in the two weeks ending August 
g there was a considerable increase in both 
the East and West North Central States, 
Minnesota being responsible for a con- 
siderable part of the West North Central 
increase. Prior to recent weeks, the epi- 
demic had been confined to the southern 
States, particularly Florida and Texas, 
where it is now on the decline. The cases 
from the Mountain and Pacific States, 
however, have increased in recent weeks, 
particularly in Colorado. 


Diphtheria—Cases of diphtheria have 





continued above expectancy during July. 
The report of about goo cases during July 
of 1946 was slightly less than the number 
for July of 1945 but was about 200 more 
than for July of 1943 and 1944. However, 
the drop in 1946 as compared with 1945 
is not sufficient to give any real indication 
that the upward trend of recent years has 
been reversed. 

In the first seven months of 1946 there 
were about 9,500 cases of diphtheria 
which was about 1,700 more than in the 
same period of 1945, which in turn was 
greater than the reports for either 1944 


or 1943. 


Measles—This is definitely a measles 
year, with a total of about 636,000 cases 
in the first seven months as compared 
with 100,000 for the same period in 1945, 
but with 590,000 and 534,000 in 1944 and 
1943, respectively. In the month of July, 
however, the 22,000 cases was about 4,000 
less than in July of 1943, but much more 
than the 8,000 and 12,000 cases for July 
of 1945 and 1944, respectively. 


Rocky Mountain spotted fever— Dur- 
ing the 18 weeks since the first of April 
there have been 328 cases of Rocky Moun- 
tain spotted fever, as compared with about 
goo during each of the three preceding 
years, with 337 in 1942 and 328 in 194!. 
It appears, therefore, that this season has 
had about the usual expectancy of Rocky 
Mountain spotted fever. As in other years, 
there have been more cases in the south- 
east than in the Rocky Mountain region. 
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The Bacon Library 


New York Medical Academy 
ADDS TWO STUDIES 


LL the studies of the New York 
A Academy of Medicine’s Com- 
mittee on Medicine and the Chang- 
ing Order have been reviewed here 
upon publication because it is felt 
that these reports indicate the 
changes and trends in the general 
field of health. There are four more 
studies scheduled for early publica- 
tion, discussing dentistry, medical 
research, rural medicine and the 
health insurance movement. Two 
just issued are noted this month. 


THE AMERICAN HospiTat; E. H. L. Cor- 
win, Ph.D. New York, the Common- 
wealth Fund; 1946; 226 pages, $1.50. 
The hospital profession and the 

general public as well have long 

been in need of a definite state- 
ment of the American hospital sys- 
tem, past and present. Although 
this is a comparatively slender vol- 
ume the author has succeeded in 
bringing out the salient points of 
the present situation and in discus- 
sing the reasons for existing factors. 

This is not in any sense a detailed 
history of American hospitals but 
enough information concerning 
their development is outlined to 
explain the current trend and to 
offer a basis for the author’s fore- 
cast of the future. The evolution of 
medical progress necessitating hos- 
pitals as working places for doctors 
and changes in socio-economic con- 
ditions making it difficult to care 
for the ill at home have contributed 
to the increase in the use of hospi- 
tals, 


Dr. Corwin presents a very clear 
statement of the types of hospitals, 
thei ownership and sources of sup- 
port. ‘The inauguration of the pay- 
paticnt system in the very early 
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days in this country laid the founda- 
tion for a healthy system of medical 
care in hospitals. Running through 
the book are interesting quotations 
by Burdett, the noted English hos- 
pital authority who visited the 
United States in the post-Civil War 
period, and who wrote his impres- 
sions of American hospitals. 


Precedent for the contract pur- 
chase of care of the indigent and 
government wards in voluntary hos- 
pitals is discussed. The whole prob- 
lem of the distribution and utiliza- 
tion of hospital facilities is summar- 
ized. The teaching functions of the 
hospital in its relation to its per- 
sonnel have been delineated as well 
as the need for formal training for 
hospital administrators. 


Considerable emphasis is placed 
on the importance of the governing 
boards in the operation of the hos- 
pital. The evolution of the sky- 
scraper and pavilion type of build- 
ing is described in the chapter on 
housing the hospital. Trends to- 
ward the future include plans for 
integrating the medical care of in- 
and outpatients, pay clinics, provi- 
sion for doctors’ offices in hospitals, 
the group practice concept and the 
over-all public health responsibility 
of the community hospital. 


Dr. Corwin ends his well docu- 
mented monograph with a thought- 
provoking section on pathometry. 
There are numerous tables and 
charts throughout and excellent ref- 
erences at the close of each chapter. 
MEDICAL EDUCATION AND THE CHANGING 

OrvER; Raymond B. Allen, M.D., Ph.D. 

New York, the Commonwealth Fund; 

1946; 142 pages, $1.50. 

Dr. Allen, who is president-elect 


of the University of Washington 
and who was formerly executive 
dean of the Colleges of Dentistry, 
Medicine and Pharmacy of the Uni- 
versity of Illinois, was assigned the 
preparation of this monograph. His 
text is “it takes a man—not a ma- 
chine—to understand a man.” 

The study of medicine must em- 
brace the study of life in all of its 
aspects. How the physician may 
best be trained both formally and 
informally to fulfill his obligation 
to attack disease and remove so far 
as possible every aggravating cause 
of human disability is the challenge 
of medical education. 

Dr. Allen’s discussion is not a 
comprehensive analysis of medical 
education but an attempt to define 
the contemporary philosophy of 
medical science and to point out 
what appear to be some of the defi- 
ciencies of present-day medical edu- 
cation. The historical background 
is briefly reviewed, leading up to a 
discussion of the place of medical 
education in the social process. 

One of the most interesting chap- 
ters in the book is titled “Prepara- 
tion for the Study of Medicine,” 
which the author indicates starts 
very early in life. Formal study, 
with some emphasis on internships, 
residencies and fellowships will be 
of special interest to hospital ad- 
ministrators. ““The challenge of the 
unsolved problems of medical edu- 
cation must reach persons who will 
do something about them,” the 
author writes. 


How to Write Reports 


ANNUAL Reports; How TO PLACE AND 
WritE THEM; Beatrice K. Tolleris. Na- 
tional Publicity Council, New York; 
1946; 39 pages, $1. 

Definitely a “how-to-do-it” book 
this one could be of great help in 
the compilation of an annual re- 
port. It contains practical ideas and 
illustrations of effective methods in 


presentation of facts and figures. 
There is a detailed discussion of the 
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physical format including the cov- 
er, paper, type, and the like. 

In the preparation of the text, 
what to leave out is about as im- 
portant as what to put in, and there 
is also the necessity for proper em- 
phasis and the logical development 
of the story. Honesty in summariz- 
ing the debit side as well as the 
credit side is to be encouraged. 

A very common fault of reports is 
their generalizations, which are baf- 
fling to the uninitiated. The author 
devotes considerable-space to tack- 
ling the problem of statistics, which, 
while most important, can weigh 
down the whole report to the point 
of dullness. Mrs. Tolleris’ style of 
writing is refreshing in itself and 
offers inspiration to the individual 
whose job it is to prepare a report. 


Hospital Formulary 


NEW FORMULARY FOR THE UNIVERSITY OF 
MICHIGAN HospIirALs. 


The library receives requests 
from time to time for formularies 
of hospitals that can be used as 
guides in the compiling of new for- 
mularies. The library’s collection 
is not extensive and we would wel- 
come the addition of any such pub- 
lication. 

The University of Michigan Hos- 
pitals has just published a new for- 
mulary under the editorship of its 
chief pharmacist, Don E. Francke. 
The book is of convenient size and 
is well bound in board covers. It 
is intended to serve as a readily 
accessible reference for commonly 
used drugs and was prepared for 
the interns and staff of the Univer- 
sity of Michigan Hospitals. 

English titles and the metric sys- 
tem have been given preference in 
conformity with the new editions 
of the U.S. Pharmacopoeia and the 
National Formulary. 


Methods of Job Analysis 


Jos EvALuATION METHODS; Charles W. 
Lytle. Ronald Press, New York; 1946; 
329 pages, $6. 


This is the first comprehensive 
presentation of job evaluation since 
its beginning as an important devel- 
opment in industrial relations. Mr. 
Lytle, who is professor of industrial 
engineering at New York Univer- 
sity and a member of the American 
Management Association, has used 
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an analytical approach in separating 
the whole of job analysis and evalu- 
ation into functional steps. His pur- 
pose is to provide a sound basis for 
the formulation of job evaluation 
techniques by any employer, rather 
than to present descriptions of ac- 
tual plans in operation. 

Some of the chapter headings in- 
dicate the type of material covered 
in this text: Choosing Job Charac- 
teristics; Locality Surveys-Setting 
the General Wage Level; Building 
the Rate Structure; Merit Rating. 
There are a great number of charts, 
tables and diagrams to further in- 
crease the usefulness of the book. 
Of special interest to hospital per- 
sonnel directors is the chapter on 
office and supervisory positions. 


Manual for Employees 


MANUAL OF INFORMATION FOR EMPLOYEES 
OF THE CALIFORNIA HOospPITAL, SANTA 
Monica HOosPITAL AND THE LOAMSHIRE 
HosPITAL AND REsT HOME. 


The Lutheran Hospital Society 
of Southern California, which oper- 
ates these three hospitals and whose 
general manager is Ritz E. Heer- 
man, has prepared a most unusual 
manual for its employees. It has 30 
pages, is 414” x 634,” in size and is 
printed on excellent quality paper. 

In addition to the over-all at- 
tractiveness of the layout—with col- 
or and illustration—several items 
not always found in these manuals 
have been included. Near the end 
of the booklet is a glossary of hos- 
pital terms, an index of the infor- 
mation printed and, as the last 
page, a perforated form which the 
employee signs and returns to the 
personnel department. It is an ack- 


nowledgement of an agreement to 
observe the rules of the hospital. 

The information is divided into 
two sections: “Getting Acquainted” 
and “For Your Guidance.” Within 
these two sections the text is con- 
tained in fairly short paragraphs 
with captions at the outside edge 
of each page. The tone is neither 
too stiff nor too informal. 








From the Pages of 
Other Journals 


(The complete articles reviewed may 
be borrowed from the Bacon Library.) 











AN OMISSION 


In the July issue of HOSPITALS 
this section printed a description 
of the Union Catalog of all the 
publications in the hospital field 
which the Bacon Library is pre- 
paring. Inadvertently the name of 
the Northwestern University Med- 
ical School Library was omitted 
in the listing of those libraries in 
the Chicago area whose holdings 
were reviewed in order to compile 
the Union Catalog. This collection 
of books, pamphlets and reports on 
hospitals is quite extensive and 
considerable information was ob- 
tained from a check of the catalog 
at Northwestern University. 

















DDT Insect Control 
“Present Position of DDT in the Control 
of Insects of Medical Importance;” by 

Fred C. Bishopp, Ph.D. American Jour- 

nal of Public Health, June, 1946, pp. 

593-606. 

Dr. Bishopp is assistant chief of 
the Bureau of Entomology and 
Plant Quarantine, U.S. Department 
of Agriculture. DDT, like other or- 
ganic insecticides, is quite specific 
in its action. Fortunately it is highly 
toxic and relatively easy of applica- 
tion to all disease-bearing insects. 
But it is also toxic to some of the 
beneficial insects as well. It is also 
toxic to man and the higher ani- 
mals, either in single doses or in its 
cumulative effects. 

For this reason it must be used 
directly in accordance with instruc- 
tions if its dangerous effects are to 
be avoided. It must not be allowed 
to get into foods, or to be absorbed 
by the skin from the oily solutions 
in which it is prepared for liquid 
application. 

Its persistence is one of the major 
characteristics of its superiority over 
other insecticides. It is so potent 
and persistent that it will kill flies 
that walk over a sprayed surface 
many weeks after application. It is 
applied either as a dust in the runs 
for crawling insects or as 214 to 5 
per cent oily solution as a liquid 
spray. 

If formulations, time and method 
of applications are carefully chosen, 
minimum dosages and number of 
applications followed, and the ma- 
terial used only to combat a pest 
against which it is known to be 
effective, it is confidently believed 
that no serious consequences will 
follow its use.—W.P.M. 
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Purchasing 





How Some Prices Reacted 


DURING OPA RECESS 


HILE THE NATION had a 
AW month's respite from price 
control, Congressmen argued and 
prices increased. On July 25, Presi- 
dent Truman signed the compro- 
mise Price Control Extension Act 
of 1946. Prices, except those where 
the law specifically made other pro- 
visions, began the return to June 
go ceilings. On August 3 the Bu- 
reau of Labor Statistics index of 
commodity prices in primary mar- 
kets reached 125 per cent of the 
1926 average, 10.9 per cent above 
the end of June when price con- 
trols were suspended and 18.5 per 
cent higher than at the end of the 
year. 


The new law was designed (1) to 
remove controls as quickly as pro- 
duction could keep prices stable 
through normal competition, and 
(2) to make sure that all commodi- 
ties which are important to living 
or business costs are kept under 
price control as long as necessary. 
To do the job a three man decon- 
trol board was established. OPA 
adjustments were not long in com- 
ing. Example—OPA August 5, in- 
creases in basic cotton textiles at 
the mill level will increase the’ re- 
tail price on linens and piece goods 
approximately 17 per cent. 


Bureau of Labor statistics show 
that during the first week of no 
OPA primary market prices ad- 
vanced 4 per cent. Average primary 
market prices of foods rose 6.8 per 
cent, in part because of the termin- 
ation of subsidies. On the average, 
food prices were 8.2 per cent above 
those of a month earlier. For most 
industrial commodities manufac- 
turers held prices at ceiling levels, 
awaiting final action on OPA. 
Prices of anthracite and bitumin- 
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ous coal rose substantially, reflect- 
ing earlier increases in OPA ceil- 
ings to cover recent wage adjust- 
ments, as well as higher freight 
costs effective July 1. 

While decontrol had allowed 
some drastic price increases in 
foods, fruits and vegetables, from 
which ceilings had been removed 
prior to July 1, continued seasonal 
declines. From June 29 to August 3 
these average prices declined 17.5 
per cent. Decontrol, too, had eased 
some supply shortages, notably 
meats and dairy products. Still 
scarce are cotton textiles and sugar. 


Surplus Property 


A mid-August report by War 
Assets Administration indicates that 
approximately 2,000 applications 
have been filed for discount cer- 





tificates for use im purchase of sur- 
plus property. Of those about 1,200 
were from hospitals and health 
facilities. Application forms were 
sent to nearly 6,000 eligible hospi- 
tals and health centers. 

Under the new procedure a hos- 
pital will be provided, upon appli- 
cation, a number-bearing author- 
ization certificate. It is valid in- 
definitely and will secure automat- 
ically the 40 per cent discount as 
well as confirm the hospital’s rights 
to a preference rating (see Hospt- 
TALS, August 1946, page 129). The 
plan was developed to reduce de- 
lays encountered by hospitals, par- 
ticularly at site sales. Those yet 
wishing to file application may 
secure forms from U. S. Public 
Health representatives in regional 
WAA offices. 

Hospitals will face no penalty by 
not having certificates except delay 
in having individual orders certi- 
fied at the time of purchasing. 

In other developments in WAA 
during the month ending August 
15: 

1. Maj. Gen. Robert McGowan 
Littlejohn became Administrator 
of WAA, succeeding Lt. Gen. Ed- 
mund B. Gregory, who sought re- 
tirement because of ill health. 








COMMODITY PRICE RANGE IN OPA CRISIS = g 

®o 

*Weekly Index Numbers of Wholesale Prices, 1926 — 100 y> 

> Oo 

Week Ending z a 

Commodity June1 = June 29) July = July 27) Aug. 3 Aug. 10 

| | Oe 113.4 121.1 = 140.7 142.3) 144.0 +:25.5 
Dairy Products 2... 117.6 133.0 141.9 151.8 155.5 160.8 +16.9 
Fruits & Vegetables....................... 141.6 130.8 9613400 125.7) 117.9 125.7 —17.5 
Co, ee eee eee 111.0 110.5 130.1 183.1 190.8 193.4 +72.6 
Anthracite Coal .........................-- 104.3 106.3 111.6 «= 113.8 = 113.5) 113.6 = + 6.7 
Bituminous Coal _.......................--- 129.5 132.8 137.7 139.5 140.6 140.8 + 5.8 
Electricity ......................-.- 68.3 66.6 67.0 67.0 67.0 + 0.6 
Ce ees ees 79.5 : 79.6 80.1 80.1 80.1 + 0.6 
Cation Grace 5.5 on 137.5 138.3 138.3 141.2 145.2 155.6 + 5.0 
Drugs & Pharmaceuticals............. 112.4 112.4 112.4 115.2 110.7 110171 —2.0 
All Building Material._.................. 127.8 130.3 130.7 132.6 132.0 1324 + 1.3 
LCL. SLL: Se aera enen icons 121.2 121.7) 9 121.7. 123.6. 122.9 125.5 + 1.0 
Carmen rs rn 102.7 102.7 104.2 104.1 104.1 1045 + 1.3 
Lumber .............- ihe, CIR ea 171.8 A a a A a * 
Paint & Paint Material.................. 108.4 108.8 1104 117.3 1144 113.8 + 5.1 
Plumbing & Heating Material... 99.3 104.6 «6104.6 «6104.4 104.40 (10440 
Structural Steed 2s. 120.1 120.0 09 120.00 120.0) 120.0) 120000 


*The weekly index is calculated from one-day-a-week price. It is designed as an indicator of week to 
week changes and should not be compared directly with the monthly index. 


Source: Department of Labor, Bureau of Labor Statistics. 














PURCHASING 


2. WAA banned brokers from 
using priorities in purchasing sur- 
plus property. It defined brokers as 
persons whose business is to bring 
together buyers and sellers; who do 
not normally take title or posses- 
sion; and who are generally agents 
of one of the parties to a trans- 
action. This practice was criticized 
by representatives of the American 
Hospital Association meeting with 
WAA officials in July. Dealers, job- 
bers and distributors, however, may 


qualify for a veteran’s or other 
priority if demonstrated that they 
are not seeking to acquire property 
for consignment to other persons or 
firms. 

3. WAA was proceeding to set 
up a hospital advisory committee 
for consultation on sales and list- 
ings of surplus property of interest 
to hospitals. 

4. In a decision which settled a 
long-standing tax problem, WAA 
announced that it will collect sales 





We have obtained from War Assets Corporation a large quantity of 
the excellently made instruments illustrated: which we can offer at the 
following very favorable prices. 


3B122G — Kirschner Hand Drill (A), chrome plated body with stainless 
steel chuck, complete with 3 twist drills, sizes \i-, 3%-, and 14-inch, 
standard price $29.50, special, only.......eceeeeceecccecs $10.00 


3B123G — Bohler-Steinman Pin Set, consisting of chrome plated Adjust- 
able Chuck Haridle (B), one each stainless steel Bohler-Steinman Pin 
Holders (B and C), medium adult and child sizes, standard price $14.50, 
Spaciol ONY Sos ves ois ca vec ese eceawwee es cherces eeicecn $5.85 

3B124G — Special Bone Set, consisting of one each of the above listed 
instruments, standard price $44.00, special, only.........-+-. $12.50 
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taxes from purchasers of surplus 
property for state and local govern- 
ments which impose such taxes. 
The ruling affects 15 states. It does 
not apply to state or local taxes 
which are imposed on sellers be- 
cause WAA cannot be subjected to 
such taxes. 


5. WAA outlined a detailed 
credit and collection plan with 
ability to pay as the principal crit- 
erion in considering installment 
credit applications. A standard in- 
terest rate of 4 per cent on credit 
sales was adopted. 

6. Designated by executive or- 
der, WAA granted public inter- 
national organizations a_ priority 
equal to that of nonprofit institu- 
tions in purchasing nonindustrial 
real property. 

7. Plans progressed on the pro- 
gram which enables private organ- 
izations to inventory and sell war 
surpluses. Legal problems obstruct- 
ing the program were being ironed 
out and a board has been set up to 
study contracts. Further speeding 
up of disposals is anticipated. 

8. At the end of June WAA in- 
ventories showed $13,011,000,000 
available for disposal. For the first 
time, inventory available for dis- 
posal declined. 


McGILL SUMMARY 
Await Return 
of Free Markets 


H. N. McGILL 

McGILL COMMODITY SERVICE 
AUBURNDALE, MASSACHUSETTS 

7 IS UNDERSTANDABLE that there is 
a state of terrible uncertainty re- 
garding the new price control bill, 
and this will continue to be the case 
for an indefinite period. It is gen- 
erally agreed that in view of condi- 
tions, an effective price control 1s 
physically impossible. Furthermore, 
the reinstatement of control meas- 
ures will again tend to curb produc- 
tion in specific lines—and heavy pro- 
duction represents the principal 
restraint on inflation forces. Fur- 
thermore, controls will again en- 
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For STERILIZERS 
.. is PRIVETHELS Preferred! 
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Every year sees more and 
more Prometheus Sterilizer in- 
stallations in the leading hos- 
pitals throughout the country 
..and the reason is simple. 
Over the years, the name 
Prometheus has become syn- 
onymous with the finest in hos- 


pital sterilization equipment, 








incorporating the latest in de- 





sign and the ultimate in oper- 
ating efficiency and economy. 
Join the ranks of the many 


satisfied users who have dis- 





covered the meaning of ‘’Pro- 
metheus Preferred” by writing 


for full details now. 











Prometheus Combination Sterilizer Battery including dress- 
ing sterilizer, water sterilizer, and instrument sterilizer. 























Prometheus Instrument Sterilizer. Prometheus Utensil Sterilizer. 
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PURCHASING 


courage a return of black-market 
operations. 

Free markets and free prices are 
the only answer to our economic 
ills, and if left alone there is no 
question that supplies of raw mate- 
rials as well as finished goods would 
soon be available in unprecedent- 
ed volume for a peacetime era. The 
passage of the new OPA bill merely 
evades the problem of restoring the 


pre-war status of the American 
economic status. 

Industrial activity, in the face of 
obstacles, is forging ahead, and 
there is hardly any question that 
for the next year and a half all for- 
mer peacetime records will be stead- 
ily broken. 

COMMODITY PRICE OUTLOOK 


A study of commodity prices over 
more than a century shows conclu- 





Hillyard Floor Treatments and Mainten- 
ance Materials have been giving satisfy- 
ing service for almost half a Century... 
there is a Hillyard product for every dif- 
ferent type hospital floor ... they are all 
Hi-Quality materials, that add beauty to 
the floor, are easy to apply and reduce 
application and up-keep costs. 


* 


Hillyards have a Nation-wide group of 
Floor Treatment Engineers. Every one of 
them is an expert on floor and building 
maintenance. Their advice and recom- 
mendations are given free. Write or wire 
us today, no obligation. 


THIS NEW BOOK, FULL OF 
FREE INFORMATION ON ECONOM- 
ICAL MAINTENANCE. 
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sively that no nation has passed 
through a siege of warfare, without 
experiencing in its wake a substan- 
tial degree of inflation. This un- 
welcome development occurred dur- 
ing the three-year war of 1812, the 
four-year Civil War, the four-year 
World War I, and the five-year 
World War II. 

No matter how much emphasis 
is placed on price controls, it is 
plain common sense that prices will 
continue to rise over the closing 
half of 1946, and the increase will 
not be of a minor character. 

So far we have accomplished lit- 
tle in avoiding the pitfalls which 
were so conspicuous after World 
War I. There will be no setback in 
over-all business activity until pro- 
duction catches up with demand, 
and at the moment practically every 
major industry is operating under a 
huge backlog of unfilled orders. 
Meanwhile, costs are steadily ad- 
vancing, and—make no mistake—we 
will not realize the needed volume 
of production unless further price 
adjustments on the upside are per- 
mitted by the new price control 
board. 

At this time, following the death 
of the original OPA law and the 
reinstatement of a new plan which 
extends into 1947, it is of interest 
to check up and note specifically 
what has developed in recent years. 
Incidentally, looking back from late 
1915 to the peak in commodity 
prices which was realized during 
the second quarter of 1920, the over- 
all advance measured close to 140 
per cent. 

Starting again with August 1939, 
just prior to the outbreak of World 
War II, we find that the over-all 
increase in prices up to the first of 
August of this year measures no 
less than 118 per cent. As is always 
the case, the increase has not been 
uniform. While some groups have 
advanced sharply, others have held 
on a sidewise course. 

The records show that since the 
beginning of this year prices have 
increased 24 per cent, but the com- 
posite price index at the present 
time is 14 per cent higher than was 
the case in late June. However, 
much of the increase noted during 
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treatment, can your doctors check 
case histories quickly . . . easily? 


Ifthey can’t, you ought to use Recordak 
.». because with it, you can make your 
case histories always available, for quick 
and easy reference, at point of use. And 
you can do, in addition, two other 
things... 

. reduce by 98% the filing space now 
devoted to case history records. 


» + . protect these important records 
against misfiling, tampering, or loss. 
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When Patients Return... 


And you can get these benefits by in- 
stalling Recordak microfilming equip- 
ment in your hospital . . . or by using the 
Recordak Microfilming Service, which 
will photograph your case histories either 
at your hospital or at the nearest Recordak 
branch office. 


To learn more about Recordak’s ad- 
vantages to hospitals, write for the new 
free book—“‘Fifty Billion Records Can’t 
Be Wrong.” Recordak Corporation, Sub- 
sidiary of Eastman Kodak Company, 350 
Madison Avenue, New York 17, N. Y. 
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Recordak Microfilming 
speeds up review of 
case histories 
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New book — 
FREE Mail 
this coupon 
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Please send me the new book about 
Recordak, “Fifty Billion Records 
Can’t Be Wrong.” 
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the month of July merely offset the 
loss of important subsidies. 

The industrial group has climbed 
17 per cent for the year, with 5 per 
cent of the increase occurring since 
late June. Agricultural prices are 
up 21 per cent since the start of the 
year, 7 per cent of which occurred 
during the month of July. 

The most sensational upswing in 
all of the fourteen individual clas- 
sifications is livestock, and no price 
ceiling could be inaugurated _be- 
fore August 20. Currently the index 
is 44 per cent higher than was the 
case at the start of the year, and, of 















course, the bulk of this increase, or 
42 per cent, has materialized follow- 
ing the expiration of price controls. 


Drugs and Chemicals--The general price 
status has held on a steady course in re- 
cent weeks and, as usual, no radical de- 
velopments are in the wind. We have a 
record-breaking productive capacity, but 
on the other hand aggregate demand will 
hold on a substantially higher plane than 
was the case in the pre-war days. 


One phase that we have probably over- 
stressed is still much in evidence, namely, 
the upward trend of producing costs. 
There is hardly any question that the 
over-all price structure will be consider- 
ably higher by the opening of 1947, and 
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chemicals and drugs will be subject to «t 
least moderate price markups. 

Paper Products—Preliminary production 
goals are being exceeded. The total for the 
year will approximate 19,000,000 tons of 
paper and paperboard, compared with 1,- 
300,000 tons last year and 17,800,000 in 1941. 
Considering this increase, it is understand- 
able why there is a shortage of the basic 
raw material, pulp, particularly in view of 
reduced receipts from the Scandinavian 
sources of supply caused by dissatisfaction 
over price ceilings. 

Demand continues to exceed supply, and 
there will be a shortage of around 200,000 
tons in the magazine field alone. 

Many paper products are out of align- 
ment with producing costs, and higher 
prices are in the making. 

Cotton Goods—The 1946 cotton crop is 
now estimated at little more than 9.000,000 
bales, whereas the carryover will approxi- 
mate 7,600,000. While this adds up to an 
adequate supply on the basis of domestic 
consumption, still due allowance must be 
made for expanding exports and also the 
fact that prices in world markets are 
strengthening. 

Expansion of price control is bound to 
have some disquieting effect upon produc- 
tion schedules. As long as spot cotton prices 
are jumping all over the map, and finished 
goods are based on a go-day average, it is 
not difficult to conceive of the obstacles 
that exist. . 

Nevertheless, production is holding on 
an exceptionally high plane for a peace- 
time era, and now that output of cotton, 
wool, and rayon goods can be largely di- 
rected into civilian channels, it is apparent 
that the element of competition will be 
very much in evidence before too many 
months have elapsed. 

The disturbing aspect is the influence 
of rising costs and the necessity for revis- 
ing price lists upward, particularly in the 
cotton goods field. There is no definite 
sign that the upward price trend has fully 
run its course. 

Bituminous Coal—Total soft coal out- 
put through the first seven months of the 
year was somewhat more than 18 per cent 
less than during the comparable period of 
1945. Stockpiles are now being built up, 
but stand sharply under the average of the 
past two years. It will obviously take con- 
siderable time to build up depleted stocks 
and industries that are located the farthest 
distance from the mining areas are bound 
to be in more or less of a precarious posi- 
tion throughout next fall and winter. 

Fundamentally, coal will be in short 
supply well into 1947, and this is evident 
considering the proposal to export larger 
quantities for relief purposes in Europe. 

Fuel Oil—The price structure has sta- 
bilized following the anticipated increase 
in crude oil and the major derivatives. 
Currently stocks of both residual and dis- 
tillate fuel oils are considerably larger 
than a year ago, and the seasonal peak 
will not be reached until next September 
and October. 

’ Barring unforeseen developments, there 
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will be an ample supply of fuel oil for all 
purposes from now on. 

Gasoline—Price markups, as expected, 
proved moderate. Consumption has held 
on a higher plane than originally antici- 
pated, but production is equal to the task, 
and at the present time stocks, although 
declining along seasonal lines, show a 
healthy gain over the total held in Au- 
gust last year. 

Although competition will increase, 
stable producing costs will work against 
any early price weakness: 

Groceries—On the surface the substantial 
increase in the cost of foodstuffs since the 
death of the original OPA law and the im- 
munity of key food products from price 
controls prior to August 20 appears radical, 
but when the subsidy is accounted for, a 
true computation shows that the upswing 
was of a relatively moderate character. 

This however, is only the beginning, and 
each day we are noting more and more 
price markups in individual items—bread, 
grain products, processed foods and the 
like. There is hardly any question that 
the over-all increase in the cost of living 
over the next year will range anywhere 
from 10 to 15 per cent, and the bulk of 
this upswing will be represented by food 
commodities. 

Butter—Prices have slumped from the 
extreme peaks reached in early July, but 
are still on an inflated basis compared 
with the average of recent years, and it is 





MONTHLY INDICES FOR HOSPITALS 


Aug. Aug. Aug. 
1938 1939 1940 
ALL COMMODITIES (1)... 69.6 64.4 69.3 





Aug. Aug. Aug. Aug. Aug. July Aug. 
1941 1942 1943 1944 1945 1946 1944 
87.0 98.0 102.4 106.3 109.6 134.8  138.6* 


Industrial (1)................-....- - 1.7 11.3 15.4 89.7 93.8 96.9 101.0 104.4 124.4 123.4° 
Agricultural (1).................... 54.5 53.4 57.5 77.1 87.8 ° 97.8 101.2 104.5 133.2  131.4* 
Livestock (1)...0................... T4.1 58.1 66.7 94.5 123.6 124.1 128.0 131.0 168.3  192.1° 
Food (2) 73.0 67.2 70.1 87.2 100.8 105.8 104.8 106.4 132.4e 142.0° 
Factory Employment (2)...... —— 100.5 107.8 138.4 159.0 181.4 167.9 142.5 139.8e 140.7e 
Payrele 02 y —— 100.0 115.1 178.8 258.1 343.1 335.0 267.3 255.9e 259.3¢ 
Cost of Living (2)................ 100.9 98.6 100.5 106.2 117.5 123.4 126.4 129.3 133.6e 133.9 


(1) McGill Index—1926=100 

(2) Bureau of Labor Index 
Food—1926=100 
Empioyment 


Payrolls }Liva9—oo 
Cost of Living ‘ 


eEstimated 


*Latest Index (weekly) 





necessary to go back to the previous year 
of inflation, 1919-20, to find a higher price 
range than has existed recently. 

Cheese—Prices of cheese have been ad- 
justed to a level high enough to discount 
all conceivable bullish influences. True, 
the statistical position features a subnormal 
supply in cold storage channels, but the 
trend is upward, and a seasonal peak will 
not be reached for a month or two longer. 

Considering the magnitude of the price 
increase and the constant threat of a re- 
turn of price ceilings, there does not ap- 
pear to be any incentive for aggressive 
purchasing at this time. 

Eggs—This important food item did not 


participate in the rather wild spree on the 
part of agricultural commodities in gen- 
eral which occurred in July. 

The statistical position, which has ruled 
top-heavy in recent months, is now begin- 
ning to improve, however, and a consider- 
ably stronger market should be in evidence 
during the latter part of the year. The 
basis for this viewpoint is (1) a sharp re- 
duction in laying flocks due to the shortage 
of feedstuffs; (2) a strengthening in the 
supply-to-demand ratio along seasonal 
lines; (3) substantially higher producing 
costs during the next six months as com- 
pared with the corresponding period a 
year earlier. 
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... the fragrance of flowers . . . the kind remem- 
brances of friends . . 
Debs HANKEE. Made from the finest all white 
Cellulose by a special process, HANKEES are 
soft and absorbent, yet possess extra strength. 
Their distinctive dispenser box releases just one 
double tissue at a time for greater convenience 
and economy. Next time try Debs HANKEES—a 
quality product you, too, will appreciate. 


. a soft gentle tissue like a 
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FATE OF MR. TRUMAN’S PLAN 


(From the Washington Service Bureau) 


In an address to Congress Novem- 
ber 19, 1945, President ‘Truman out- 
lined five basic problems of attack 
to reach the health objectives of for- 
mer President Roosevelt’s “‘eco- 
nomic bill of rights.” Congress lis- 
tened; acted quite independently. 
When adjournment came it had 
complied on one issue; three objec- 
tives were partially met; another all 
but ignored. 

Construction: President Truman 
advocated federal assistance for 
building new facilities and for en- 
larging or modernizing present 
facilities. In meeting the request 
Congress passed the Hospital Sur- 
vey and Construction Act which the 
President signed on August 13 with 
criticism of two features. (See Pages 
35-38 this issue.) 

For the District of Columbia Con- 
gress provided an additional hos- 
pital construction measure, on an 
entirely different principle, but 
leit to the new Congress the job of 
appropriating the $35,000,000 which 
the bill authorized. The bill pro- 
vides for the creation of a medical 
center expected to cost between 
$15,000,000 and $20,000,000. 


Public, Maternal, and Child 
Health: Identical bills to expand 
greatly the scope of maternal and 
child health services were submit- 
ted in the Senate and the House. 
The House bill, H.R. 3922, was re- 
ported favorably by the Labor Com- 
mittee. In the Senate, however, the 
Committee on Education and Labor 
sidetracked plans for the substan- 
tial changes called for in S. 1318. 

In its stead, Senators Pepper and 
Taft sought approval for a resolu- 
tion increasing the allotments for 
existing programs. Finally, under 
Title V of the Social Security Act, 
Congress granted authorization for 
permanent increases of appropria- 
tions for grants to states to $22,000,- 
000 from the $11,200,000 under the 
present law. All of the additional 
amounts for grants to states and 
$42,000 of an authorized $1,000,- 
000 ior studies and administrative 
expense were provided in the final 
supplemental appropriation bill. 

State public health departments 
will receive additional assistance 
this year for cancer and tuberculosis 
control work through increases in 
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grants to states as provided in the 
annual appropriations bill. 


. 


Present Law New Law 
Maternal, Child 





12 eee $ 5,820,000 $11,000,000 
Crippled Children 3,870,000 —_7,500,000 
Child Welfare ...... 1,510,000 3,500,000 
“WORPAES cei $11,200,000 $22,000,000 


p A full scale expansion of the Social 
Security Act is possible next year. 
The Senate has authorized its 
Finance Committee to make a com- 
plete study of all aspects of social 
security. The House Ways and 
Means committee did complete such 
a study this year but so late that no 
major revisions were recommended. 
The committee declared its inten- 
tion to propose those changes next 
year. 


Education and Research: In this 
area the final score is one partial 
gain and several losses. 


> MenraL HeatrH—In H.R. 4512, 
the mental health research bill sign- 
ed by the President July 3 is the 
principle contribution to a medical 
education and research program by 
the 79th Congress. An appropria- 
tion which would have permitted 
immediate action through the law 
was eliminated from the final sup- 
plemental appropriation bill by 
House action and put off until the 
next session. The Senate amend- 
ment would have made $5,208,000 
available, $850,000 of which was to 
be used to acquire a site and draw 
plans for the proposed Mental 





SIX MORE CRANKS 


Many patients have inveighed against 
the discomfort of a hospital bed and 
vowed they would someday invent a bet- 
ter one. Howard Hughes, West Coast air- 
plane and movie producer, did not wait 
until “someday” but went to work on this 
problem while still lying in pain following 
his airplane crash on July 7. 

According to the United Press, Mr. 
Hughes designed a bed with six small 
cranks that would fit the mattress to his 
back. His aircraft factory engineers built 
the bed quickly and delivered it to Mr. 
Hughes at Good Samaritan Hospital, Los 
Angeles. Here it was used until Mr. 
Hughes departed to convalesce at a 
friend’s home, whereupon he took his 
bed with him. 


t 








Health Institute near Bethesda, 
Md. The total budget for erecting 
and equipping the institute was set 
at $7,500,000. 

» Cancer—The House on July 27 
rejected by a roll call vote of 139 
to 126 a bill to provide for a $100,- 
000,000 cancer control program. 
Identical bills, H.R. 4502 and S. 
1875, were reported favorably from 
committee in both branches of Con- 
gress. The bill would have author- 
ized the President to name an inde- 
pendent group to coordinate a 
broad project to discover methods 
to cure and prevent cancer, with 
outstanding scientists of the world. 
invited to assist. 

Minnesota’s Representative Wal- 

ter H. Judd, himself a doctor, voic- 
ed the opposition when he stated, 
“Everything that can or will be 
done under this bill can be done 
a great deal better under the can- 
cer research program that is already 
well established and functioning.” 
» Dentat—The third proposal for 
research concerned the field of den- 
tistry. Two bills introduced were 
S. 190 and S. 1099. The Senate pass- 
ed S. 1g0 and in the House it was 
referred to the Interstate and For- 
eign Commerce Committee June 17. 
There it died. 
» ScieENcE Founpation—Several bills 
proposing to establish a national 
science foundation were eliminated 
at various stages of legislation. 
While not devoted entirely to med- 
ical and health research, the bills 
did include those provisions. 

Prepayment: President Truman 
recommended a prepayment sys- 
tem to cover medical, hospital, nurs- 
ing, laboratory and dental services 
through expansion of the existing 
compulsory social insurance §sys- 
tem. S. 1606, the Wagner-Murray- 
Dingell Health Bill was offered as 
the chief legislative proposal. After 
months of hearings the Health and 
Education Subcommittee of the 
Senate Education and Labor Com- 
mittee issued an interim report 
July 21 declaring national com- 
pulsory health insurance the most 
economical and efficient way to as- 
sure complete medical care to all. 
Some committee members dissented 
but did not file a minority report. 

For the 79th Congress, prepaid 
medical care programs were dead 
issues. The general public, which 
was already complaining about 
taxes, was not forcing the issue. 
The Gallup Institute of Public 
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Opinion reported that less than 
four out of 10 people polled had 
heard or read about it. 

The 80th Congress, convening in 
January, probably will get a new 
version. With two years of study 
behind the bill, it might even come 
up for a test vote. Until there is an 
unmistakable public clamor for 
such a controversial issue Congress 
is not likely to put through such a 
program in its entirety. 

A compromise bill, S. 2143, sub- 
mitted by Senator Taft for medical 
care for the indigent may again be 
offered as a substitute by the oppo- 
sition. This could well be a rallying 
point for the conservative elements 
in Congress. Representative Forand 
-introduced H.R. 5686, the Public 
Welfare Act of 1946, which includ- 
ed provisions for grants to states 
for medical care of the indigent. 
This did not get beyond committee 
stage. 


Sickness and Disability: Alto- 
gether about 80 proposals for 
changes in the Social Security Act 
were introduced. Changes effected 
this year only faintly resembled 
compliance with the President’s re- 
quest for a comprehensive program. 
» Current payroll taxes of 1 per cent 
were frozen for another year. With- 


Federal, Administrative 





out the freeze the rate would have 
gone to 21% per cent on January 1. 
» Federal contributions to old age 
pensions and payment to the blind 
were increased $5 a month and 
those to dependent children $3 
monthly. Thus the federal govern- 
ment will put up $10 and the states 
$5 of the first $15 paid as relief to 
the needy aged and blind persons 
and will match on a 50-50 basis any 
state payments made to these per- 


sons above $5. Senate-House con-. 


ferees rejected proposals for varying 
grants so that low income states 
would have realized larger propor- 
tions of federal funds. _ 

» Unemployment compensation cov- 
erage was extended to 200,000 mari- 
time workers. 


> Families of war veterans who die 
within three years of discharge will 
be covered by survivors insurance. 

No strong attempt was made to 
include other groups in the old age 
and survivors insurance program. 
Dr. Donald C. Smelzer, past presi- 
dent of the American Hospital As- 
sociation, had asked coverage for 
employees of nonprofit institutions 
when testifying at committee hear- 
ings on the legislative proposals. 
The next Congress might be ex- 
pected to broaden the coverage. 


RECONVERSION IN THE PURSE 


(From the Washington Service Bureau) 


Sharp reductions in fiscal 1947 
appropriations for wartime health 
and welfare programs mark the shift 
to peacetime economics in the U. S. 
Public Health Service and the Chil- 
dren’s Bureau of the Federal Se- 
curity Agency. The annual appro- 
priations bill, due June 30, was 
finally passed by Congress and then 
signed by the President July 26. 

EMIC: Grants to states for the 
Emergency Maternal and Infant 
Care program of the Children’s Bu- 
reau were reduced from last year’s 
$44,189,500 to $16,664,000. It is esti- 
mated that some 182,000 cases will 
be authorized during this fiscal year. 
In the annual appropriation bill 
grants to states for maternal and 
child health, crippled children and 
child welfare services under the 
Title V of the Social 


Act were identical with the 1946 
budgets. However, in the final sup- 
plemental appropriation bill these 
budgets were augmented by an 
additional $10,800,000. 

USPHS: The total authorization 
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for USPHS was reduced to $101,- 
738,516 from last year’s $142,305,- 
380. The budget of $2,350,000 for 
initiating activity under the Hos- 
pital Survey and Construction Act 
was provided in the final supple- 
mental appropriation bill. 

Cadets: For cadet nurse training 
$16,300,000 was appropriated. As a 
national defense measure last year, 
$59,957,000 was granted. Enroll- 
ments were discontinued October 
1945 and the training program will 
be completed in 1948. Other war- 
time health and sanitation activities 
and the malaria control program 
were incorporated into the program 
for control of communicable dis- 
eases for which $7,372,000 was 
granted compared with $1,040,000 
last year. The former grant of 
$1,000,000 for the Philippine Is- 
lands’ health work was omitted this 
year. The islands gained their in- 
dependence July 4. 

Other: A new activity represented 
in the 1947 budget is an appropria- 
tion of $290,700 for international 








health relations. Increased activitics 
are indicated in the budgets for the 
National Cancer Institute which 
gets $1,772,000 compared to $548. 
700 last year; National Institute of 
Health getting $5,966,948 as against 
$2,866,000 the previous year; tubcr- 
culosis control, $7,994,000 this year 
and $6,047,000 last; assistance io 
states, general public health, $15,- 
565,000 in 1947 against $11,467,000 
in 1946. This increase will allow 
for increased cancer control activi- 
ties in the states. For other USPHS 
measures, appropriations varied 
only slightly from 1946 figures. 


The New FSA 


Federal Security Agency officials 
say that programs now operating in 
the states will not be affected by de- 
partmental changes being made as 
a result of President Truman’s 
government reorganization plan. 
Although programs involving hos- 
pitalization are largely controlled 
by the state, it is believed that in- 
dividual states will reorganize their 
own departments in line with the 
national changes. 

First major organizational 
changes under the plan were made 
in the Federal Security Agency. 
The department added a new oper- 
ating branch—that of the office of 
Special Services—making a total of 
four branches. The existing four 
staff offices have been augmented 
by two new offices providing for 
expanded functions of FSA. 

Operating branches are: (1) 
Social Security Administration 
which includes old age and sur- 
vivors insurance, employment se- 
curity, public assistance programs 
and the Children’s Bureau; (2) 
Education; (3) Public Health 
which retains the USPHS and takes 
over the Division of Vital Statis- 
tics; (4) the Office of Special Serv- 
ices which includes a new Bureau of 
Employees Compensation and Em- 
ployees’ Compensation Appeals 
Board, the Food and Drug Admin- 
istration, Offices of Vocational Re- 
habilitation, War Property Dis- 
tribution and Community War 
Services. 

The new staff offices of Federal- 
State Relations, responsible for co- 
ordination of grants-in-aid admin- 
istration, and of Inter-Agency and 
International Relationships have 
been added to existing offices of Ex- 
ecutive Association, General Coun- 
sel, Research and Information to 
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REAR ADMIRAL Dallas G. Sutton 
(MC) USN (Rt.) on September 1 
joined the staff of the American 
Hospital Association, Washington 
Service Bureau, as director of study 
of government hospital relations. 
Admiral Sutton, who is concluding 
a 40-year Navy career, will be con- 
cerned with Association relations in 
federal hospital progress and will 
seek to improve coordination of 
civilian and federal hospital facili- 
ties. He will serve as intermediary 
in the exchange of information on 
standardization of civilian and fed- 
eral hospitals and also will study 
development of veterans hospitals 
and the whole program of hospital 
benefits to veterans. Admiral Sut- 
ton’s Navy service began in Decem- 
ber 1907. He was graduated from 
George Washington University, 
Washington, D. C., with a degree 
of doctor of medicine in 1906. Early 
service activities included numer- 


Government Hospital Relations Study Director Added to Bureau Staff 


ous tours of sea duty aboard com- 
batant and hospital ships and staff 
and teaching assignments in Naval 
Hospitals at Washington, D. C., 
Annapolis and Great Lakes, IIl. 
From 1937 to 1941 Admiral Sutton 





served as assistant surgeon genera! 
During 1941 and early 1942 he was 
commanding officer of the Naval 
Hospital, Portsmouth, Virginia. 
When the Naval Medical Center 
at Bethesda, Maryland, was erected 
in 1942 he was officer in charge of 
construction. From that year uniil 
he began terminal leave in April 
1946 Admiral Sutton was inspector 
of all Naval Medical Department 
activities on the east coast. In 
other earlier assignments he was 
executive officer at naval hospitals 
at Great Lakes and Washington, 
D. C., and commanding officer of 
the Naval Medical School. Among 
his service awards are commenda- 
tion medals for the Mexican cam- 
paign, World War I and II. Admiral 
Sutton is a diplomate, American 
Board of Internal Medicine, and a 
member of the American Medical 
Association and the Medical So- 
ciety, St. Elizabeth’s Hospital. 





make up the six staff offices now in 
operation. 


Agency officials believe that the 
new setup will produce a simplifi- 
cation of procedures in FSA rela- 
tions with the states. The office of 
Federal-State Relations looks to- 
ward coordination of grant-in-aid 
standards and procedures so that 
state agencies administering two or 
more grant programs may submit 
a single state plan, and be subject 
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to unified fiscal, personnel and 
other policies. 

In direct relation to the reorgan- 
ization plan, a bill (S.2503) was in- 
troduced by Senators Fulbright and 
Taft on August 1. The bill is aim- 
ed at creating an executive depart- 
ment of the government to be 
known as the Department of 
Health, Education and _ Security 
and represents a possible course of 
action for the new Congress. 


A SPOT CHECK ON RECRUITMENT 


While fall student nursing classes 
probably will not reach maximum 
strength, a country-wide spot check 
made by Hospirats on August 15 
indicated that nursing schools ex- 
pect to reach 83 per cent of their 
enrollment goals. For the check, ad- 
ministrators were asked how many 
students were sought, how many 
were enrolled by August 15 and 
probable final enrollment figures. 
Responses show that 83 per cent of 
the number sought probably will 
be enrolled when classes open and 
that 67 of the probable final total 
were enrolled by August 15. 

In a sectional breakdown, the 
eastern schools of nursing had the 
largest student expectation for fall 
classes with 85, per cent of the num- 
ber sought expected, and 80 per cent 
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of the expected students enrolled 
at the time of the check. Lowest 
figures were reported by southern 
hospitals where, of the students 
sought, only 39 per cent were en- 
rolled by August 15 and only 56 
per cent were expected. 

Western hospitals indicated final 
enrollment of 55 per cent of the 
students sought with 47 per cent of 
that number enrolled August 15. In 
the central region hospitals report- 
ed 47 per cent of the students 
sought enrolled and a_ probable 
final figure of 61 per cent. 


A Signed Contract 


The first collective bargaining 
contract binding a nurses’ associa- 
tion and a group of hospitals was 


signed July 17 in the East Bay area 
of California. 

Signatories are: The California 
State Nurses Association, Peralta 
Hospital, Oakland; East Oakland 
Hospital, Oakland; Highland-Ala- 
meda Hospital, Oakland; Samuel 
Merritt Hospital, Oakland; Berke- 
ley Hospital, Berkeley; Alta Bates 
Hospital, Berkeley; and Providence 
Hospital, Oakland. 

The contract parallels a union 
contract in all respects, including a 
“union shop.” That is, covered em- 
ployees must belong to the nurses’ 
association, or join it within 3o 
days, and they must remain mem- 
bers in good standing or face dis- 
missal. Other major contract pro- 
visions: 

Coverage: All graduate registered 
nurses including supervisors, but 


excluding executives who can hire, 


fire or discipline. Recognized classi- 
fications: Staff nurses, head nurses, 
supervisors. 

Salaries, without maintenance: 
Staff nurse $200, head nurse with- 
out degree $225, head nurse with 
degree $240, supervisor $250. Auto- 
matic increases of $2.50 each six 
months up to $15 above minimum. 
Evening and night work $10 extra. 
Operating and delivery room, nurs- 
ery and communicable disease work 
$10 additional. Half time pay while 
on call. 

Personnel Practice: Vacation, not 
accumulative, two weeks for 12 


HOSPITALS 


























BETTER FOOD SERVICE 





SEE IT— 
TRY IT at the 
A.H. A. Convention 





Philadelphia 





QUICKER, EASIER HANDLING | “rcsoess ° 



































Order directly from this page 


Model 1707—Furniture Steel, Aluminum Lacquer Fin- 
ish. Model 1708—Stainless Steel, with Chrome Plated 
Casters. Overall length, 65”, width 2634”, height 5214”, 
tray clearance 534”. 

Please state exact tray size and electrical current 
voltage. 











with J&J’s New Airtite Heated Tray Truck 


Study the revolutionary new design of this new 
and efficient food tray truck. 


It holds twelve loaded trays in an airtight 
compartment which keeps food hot and ap- 
petizing until it reaches the patient. 


The spacious cold compartment holds six 
trays. It is located on the same level as the 
heated sections and is separated from them 
by a circulating air space. It is thus possible 
to keep the cold compartment at lower tem- 
peratures than is possible in conventional 
models. 


This side-by-side arrangement makes pos- 
sible the low overall height of 52!/,", giving 
the operator full. visibility over the top. 


Safety features include door handles which 
fold into recessed receptacles to eliminate 
breakage, continuous rubber bumper and do- 
nut handle bumpers as standard equipment. 


Electric heating system is grounded 3-wire 
type, has 3 protected 300 watt heating ele- 
ments, pilot light and 8 foot heater cord. 


Typical of J & J design, these new trucks 
have two swivel and two rigid 5" double ball- 
bearing casters, of the dual-wheel type for 
easier steering and effortless rolling. 





©) 


eat! 


Jarvis & Jarvis 


INCORPORATED 



















Palmer. Mass. 
@ 


Superior NOISELESS Trucks 
Mounted on J&J Superior Casters 





SEPTEMBER 1946, VOL. 20 























months’ work. Sick leave, not accu- 
mulative, 12 days the first year and 
not more than 14 days thereafter. 

Hours: Straight time work week 
of 48 hours until October 1, then 
44 hours until January 1, 1947, and 
40 hours thereafter. Overtime to be 
paid for at time and a half. Seven 
holidays are to be observed. 

Staff Relief: Less than 14 con- 
secutive days’ staff nursing shall be 
considered staff relief with pay 
equal to the prevailing daily fee for 
eight-hour private duty nursing. 

In addition, health programs are 
to be continued, maintenance is 
not obligatory, the contract may 
not operate to cut any present rate 
of pay, association representatives 
may visit the hospitals to check on 
contract observance and adjust 
grievances, and grievance proce- 
dure is established leading up to an 
adjustment board as arbitrating 
agency. 

Earlier this year the Nurses Guild 
of Alameda County, a union or- 
ganization, had sought to negotiate 
with some of these hospitals. 

Permanente: On August 5 the San 
Francisco Examiner reported that 
staff nurses and “certain other per- 
sonnel” at Permanente Foundation 
Hospital, Oakland, had been grant- 
ed a 40-hour work week. 


Introspective 


The National Nursing Council 
has set out to learn from nurses 
what is wrong with their profession. 
At the council’s request the U. S. 
Bureau of Labor Statistics is prepar- 
ing a questionnaire for fall mailing 
to some 40,000 registered nurses in 
all parts of the country and repre- 
senting all types of nurses. The 


Veterans' Affairs 





study will be used to compare nurs- 
ing with other women’s career fields. 

In addition to the questionnaire 
the bureau will conduct face-to-face 
interviews with a smaller group of 
nurses in an attempt to find out why 
nurses leave their profession and 
why there is so much shifting of 
jobs within the field. 

The Bureau of Labor Statistics 
was asked to do the study because 
the council felt that an outside agen- 
cy could analyze the information 
more objectively. The bureau eéx- 
pressed interest in taking the sur- 
vey, which will cover salaries, hours, 
working conditions and job atti- 
tudes, because it recognizes the im- 
portance of an adequate supply of 
nurses for the nation. 


Services’ Need 


Personnel shortages in both the 
Army and Navy Nurse Corps have 
been reported by the War and Navy 
Departments, and for the Army 
1,000 Nurse Corps officers will be re- 
called to active duty on a voluntary 
basis. Recently the Army also began 
a drive to get 1,000 Medical Admin- 
istrative Corps officers to return. 
Army nurses who go back into the 
service have their option of serving 
either for two years or “until reliev- 
ed at the convenience of the gov- 
ernment.” 


While the Navy has set no speci- 
fic quota it is encouraging nurses 
to return. The deadline for Navy 
Nurse Corps officers to submit ap- 
plications for transfer to the Reg- 
ular Navy Nurse Corps has been 
extended from September 15 to Oc- 
tober 1. The deadline applies to all 
nurses on active or inactive duty or 
terminal leave. 


FIVE MORE CONTRACTS SOON 


(From the Washington Service Bureau) 


Although a third month has pass- 
ed without the signing of a state- 
wide contract for the care of vet- 
erans in civilian hospitals, there 
were indications that the impasse 
might soon be broken. 


It is reported that contracts are 
ready for signature in Illinois, Ken- 
tucky, Massachusetts, New Hamp- 
shire and South Carolina. In a few 
additional states negotiations for a 
satisfactory contract were well along 
by August 15. (Although still not 
on Veterans Administration _rec- 
ords, the Chicago Blue Cross Plan 


108 


for Hospital Care reported a con- 
tract for Illinois signed.) 

Statewide hospital contracts are 
in effect in Kansas, Maine, Mich- 
igan, North Carolina and Oregon. 
» Statewide contracts for prescrip- 
tion service for veterans have been 
signed in go states. Under the new 
program which VA worked out with 
representatives of the American 
Pharmaceutical Association and the 
National Association of Retail 
Druggists, state pharmaceutical as- 
sociations negotiate contracts for 
druggists in their states. Where the 


comtract is in effect the veterans 
have prescriptions filled immediate 
ly when issued by fee-basis phys: 
cians. Under the former procedure 
prescriptions had to be sent to the 
nearest VA office for approval anc 
then forwarded to the veteran by 
mail. In addition to the go state 
plans approved, 10-are pending. 


EMIC Formula 


Members of the Association Com- 
mittee on Government Purchase of 
Hospital Care will meet for a two- 
day session in Washington Septem- 
ber 12 and 13. To this meeting rep- 
resentatives of the Veterans Ad- 
ministration, the Children’s Bureau 
and the Office of Vocational Re- 
habilitation are being invited to 
join the committee in making a 
thorough study of the EMIC for- 
mula, with a view toward develop- 
ing such modifications as may cor- 
rect certain inequities in the pres- 
ent formula. 

Members of the committee are 
Dr. Fred G. Carter, chairman, Rev. 
John W. Barrett, Charles G. Ros- 
well, J. B. Norman and Arden E. 
Hardgrove. John N. Hatfield, chair- 
man of the Council on Government 
Relations will preside. Others in- 
vited are C. Rufus Rorem, director 
of the Blue Cross Commission and 
Dr. Basil C. McLean. 


More Benefits 


Shortly before adjourning, Con- 
gress hastily provided for veterans 
many benefits which had been pend- 
ing for several months. These in- 
cluded: 
> Ceiling limits for dependents’ pen- 
sions were removed so that widows 
of dependents of both World Wars 


‘and peacetime service will now 


automatically draw full payments 
for their minor children, regardless 
of number. 

» Pensions for nearly 2,000,000 vet- 
erans of both World Wars and 400,- 
ooo dependents are increased 20 per 
cent. Full payment of pensions or 
compensations to veterans hospital- 
ized or domiciled in VA institutions 
was also authorized. However, if 
treatment or care extends beyond 
six months, the monthly benefit pay- 
ments may not exceed 50 per cent 
of the regular rate or $30 per 
month, whichever is the greater. 
The increases were effective Septem- 
ber 1. 

» Veterans entitled to compensation 
for loss, or loss of use, of one or both 
legs will be provided with an auto- 
mobile or other conveyance, com- 
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ters. Medical Products Division, J. Bishop & 


Company Platinum Works, Malvern, Pa. 


A. Hiilp & Compeny. 


PLATINUM WORKS 


SERVICE Pe SGIEN CE AND 


FNROD USER Y 








SN CE E84 2 














plete with special equipment or at- 
tachments. The cost limit was set at 
$1,600. 

» Veterans Administration received 
legal authority to operate canteens 
in its hospitals, homes, branch and 
regional offices. 

» General Omar N. Bradley was 
given authority to exercise tighter 
control over the on-the-job training 
section of the Servicemen’s Read- 
justment Act. The bill does not ap- 
ply to disabled veterans enrolled 
under the Vocational Rehabilita- 
tion Act. 


Mental Hygiene 


Permission to establish mental 
hygiene clinics in any of the Vet- 
erans Administration’s 70 regional 
offices has been authorized under a 
new directive to deputy administra- 
tors of the 13 branch areas. This 
might be done when such facilities 
are rated as “necessary” and when 
the professional staff can be em- 
ployed within existing personnel 
ceilings. Approximately half of the 
32 clinics previously authorized for 
various metropolitan areas are now 
fully staffed and operating. 

Eligible for clinic services are 
World War II veterans suffering 


Labor Activities 








RUSH OF SMITHS 


The infant identification system in 
California Hospital, Los Angeles, was put 
to a test on July 31 when three babies 
were born to three Mrs. Smiths within a 
period of 10 hours, and all delivered by 
the same physician, Dr. Donald G. Tollef- 
son. The event was news in all local 
papers and several others across the 
country. 
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service-connected emotional illness, 
who will receive outpatient treat- 
ment. Experience in civilian prac- 
tice before the war and in the arm- 
ed services during the war indicates 
that a majority of emotional ill- 
nesses can be treated effectively 
without hospitalization. 


Bulletin No. 69 


Procedures and regulations ap- 
plying to the care of veterans in 
non-federal hospitals have been 
outlined in Bulletin No. 69 of the 
Washington Service Bureau, Amer- 
ican Hospital Association. The bul- 
letin, distributed to Association 
member hospitals last month, lists 
complete procedure to follow and 
forms to be completed. Eligibility, 
authority, and billing are included 
in the discussion. 


UNION CONTRACT FOR NURSES 


All 50 employees of St. Luke’s 
Hospital, Seattle, are under union 
contract. This includes nurses and 
x-ray technicians. An announce- 
ment was made on August 2 that 
the hospital had signed contracts 
with the Building Service Em- 
ployees International Union cover- 
ing non-professional workers and 
with the Nurses and Professional 
Workers Union. Both are affiliates 
of the American Federation of 
Labor. 

St. Luke’s Hospital is part of the 
Security Clinic, a proprietary insti- 
tution, and is not a member of the 
Seattle Hospital Council or the 
Washington State or American 
Hospital Associations. 

The contracts call for a closed 
shop, 40-hour week, time and a half 
for the sixth day and double time 
for the seventh, two weeks’ paid va- 
cation, accumulative sick leave up 
to go days, and prepaid medical 
care. 

Pay for general duty nursing is 
set as $210 and for surgery nursing 
at $220, with $10 additional for 
standby time. Registered x-ray 
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technicians are to get $225 a month. 
There is a night differential of $10. 
These wages were agreed upon 
for non-professional workers: Util- 
ity janitors $200, cooks $208, stu- 
dent nurses $185, nurses’ aides $175, 
student nurses’ aides $170. Base 
pay will automatically rise $5 
every six months for 18 months. 


Rhode Island Test 


A move by the Building Service 
Employees International Union to 
bargain with Rhode Island Hospi- 
tal, Providence, has resulted in a 
test of the state’s labor relations 
law. (See August issue of Hosprrats 
for report on a similar test in Massa- 
chusetts.) 

When the union presented its de- 
mands earlier this year, the hospital 
pointed out that its employees were 
specifically exempted from the State 
Labor Relations Board’s jurisdic- 
tion by the clause on charitable 
corporations. 

The union then petitioned the 
board for an investigation of the 
hospital’s claim of status as a chari- 








table corporation and for certifica 
tion of employee representatives. 
The question of charitable status 
was based on the accounting pro- 
cedure for a single unit of the hos- 
pital. The labor board heard argu- 
ments on August g and again Au- 
gust 15, and a decision was expected 
later in the month . 


For Background 


Some labor relations facts and 
opinions not generally known to hos- 
pital administrators were brought 
out by three speakers at the Chicago 
Institute on Personnel Management 
July 29-August 2. Two of these were 
officers of the American Federation 
of Labor union that hopes to organ- 
ize the nonprofessional employees 
of all hospitals. 

William L. McFetridge of Chicago, 
general president of the Building 
Service Employees International 
Union: The service unions are con- 
cerned wholly with bettering the lot 
of service employees. ‘The nonprofit 
nature of a hospital is a matter of 
no consequence. 

Arthur T. Hare of San Francisco, 

secretary of the Hospital and Insti- 
tutional Workers Union, local 250: 
» Service employees fall into four 
classifications: Government, profes- 
sional, recreational, personal. ‘The 
latter is subdivided among those 
working (1) in hotels, restaurants 
and bars; (2) in barbershops; (3) 
in dry cleaning establishments; (4) 
in laundries, and (5) in buildings 
generally. Hospital employees give 
personal service and in doing so cut 
across several of the sub-classifica- 
tions. 
» The strike weapon is used only as 
a last resort. It should not be used 
against hospitals. Any dispute in- 
volving a hospital should be settled 
by arbitration—compulsory if neces- 
sary. 

In all communities where hotel 
and building service workers are 
well organized, hospital employees 
soon will be organized also. (There 
are now 100,000 unionized building 
service employees in 150 local organ- 
izations.) 

Lawrence L. O’Connor of Chicago, 
attorney whose firm has clients 
among both employers and unions: 
» A hospital’s nonprofit or chart- 
table nature places it in no special 
class as far as federal labor law 1s 
concerned. The only question 1s 
whether such a hospital is engaged 
in interstate commerce. Except 1 
the District of Columbia, hospitals 
have not been judged to be in inter- 
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state commerce with respect to the 
National Labor Relations Act. 

» While hospitals generally are not 
at present under jurisdiction of the 
National Labor Relations Board, 
they are definitely affected by it. 
This board is the “Emily Post” of 
labor relations. It establishes a par 
for the expectations of all em- 
ployees. 

» The hospitals in 11 states, unless 
specifically exempted, are affected 
by state labor laws that govern col- 
lective bargaining. These five have 
“little Wagner Acts”: Connecticut, 
Massachusetts, New York, Rhode 
Island, Utah. These four have laws 
framed more or less in defiance of 
the Wagner Act: Colorado, Kansas, 
Minnesota, Wisconsin. Pennsyl- 
vania’s law combines elements of 
both. Michigan’s law defies classi- 
fication (said Mr. O’Connor) and 
is the answer to an unemployed 
lawyer’s dream. 


Strike’s End 


The longest strike against a hos- 
pital ended July 26 when pickets 
failed for the first time since May 
14 to appear outside Memorial 
Hospital at Elmhurst, Ill., a suburb 
of Chicago. (See Hospitats for July 
and August). This strike was not- 
able not only because of its length, 
but: 

» It was publicly announced as the 
opening drive by Local 111, Hos- 
pital and Health Service Employees 
Union (AFL), to organize all non- 
professional hospital employees in 
the Chicago area. 

» Memorial Hospital is believed to 
have been chosen for the guinea 
pig role because it had a construc- 
tion program under way and a 
picket line would stop building 
operations — which it did for 67 
days. 

» The strike failed for two reasons: 
(1) the great majority of employees 
were deaf to the organizers’ ap- 
peals, only 17 of about 100 poten- 
tial strikers answering the call, and 
(2) the hospital enjoyed such com- 
munity goodwill that the union’s 
campaign bumped against a solid 
wall from the beginning. This was 
so obvious that, after the first few 
days during which volunteers car- 
ried supplies through the picket 
line, truck drivers belonging to an- 
other union ignored the pickets to 
restore normal delivery service. 

Dr. Martin F. Heidgen, superin- 
tendent, reports that the building 
contractor hopes to recover some of 
the time lost. 
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Hisvrvevs IN PROGRESS 


BBsurvevs OFFICIALLY AUTHORIZED 
NOT STARTED 





PROGRESS OF STATE-WIDE HOSPITAL SURVEY-STUDIES 
SEPTEMBER |, 1946 





KW surveys BEING PLANNED 
[ZZ7PRELIMINARY SURVEYS 


COMPLETED 








Action of some kind on surveys of 
hospital facilities had been taken in 
all states but one when the President 
signed S. 191 into law on August 13. 
Under terms of the bill completion 
of a survey is necessary before funds 
can be alloted to any state for hos- 
pital construction. 

Surveys have been finished by two 
states—Utah and Alabama—but the 
detailed inventory which is endors- 
ed by the Commission on Hospital 
Care as the basis for a comprehen- 
sive study, was not included prior to 
the time that the hospital plans 
were published by these states. 

Surveys authorized by legislative 
action or by governor’s proclama- 
tion are scheduled to get under way 
in five states: Florida, Delaware, 
Ohio, Virginia and West Virginia. 
Forty states are making studies cur- 
rently and it is hoped that some 
action will be taken to authorize a 
survey in Missouri within a short 
time. 

A pilot study was conducted by 
the commission in Michigan and a 
final report was presented August 
15 to the executive committee of 
the governor’s study committee. The 
full Michigan committee will hear 
the report this month. 

According to the commission all 
states where surveys are being con- 
ducted or were authorized have ap- 
pointed a study group or advisory 
board representing both _profes- 





sional groups and the general pub- 
lic. 


Against 1606 


The National Council of Cath- 
olic Nurses went on record as dis- 
approving of the Wagner-Murray- 
Dingell Bill at a recent House of 
Delegates meeting. The statement- 
released by the council said that: 

“Wuereas: As Catholics, the 
members of the National Council of 
Catholic Nurses favor the estab- 
lishment of a national health pro- 
gram, but consider Senate Bill 1606, 
as presently drafted, unsatisfactory.” 

Reasons given for the criticism 
were (1) the complicated methods 
of administration called for, (2) 
excessive government control over 
health services, and (3) inadequate 
respect for democratic processes and 
the medical profession. 

Copies of the resolution were sent 
to the President, members of Con- 
gress and a number of organizations. 


WHO 


Pending final ratification of the 
constitution of the World Health 
Organization, provisional budget 
estimates of $300,000 for 1946 and 
$1,000,000 for 1947 have been sub- 
mitted to the secretary general of 
the United Nations for approval. 
Both the constitution and the pro- 
posed budget were worked out dur- 
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Special Instruments 
FOR DEEP SURGERY 


Properly designed, carefully wrought and hand fin- 
ished instruments particularly suitable for thoracic, oe 10-65-67 
abdominal and other deep surgery. 








TC-65 HARRINGTON Retractor. Flat, flexible spring blade 
with rodded edge, practical for chest, bladder, other 
deep work. I!/2 inches wide at end, approximate depth 
5 inches, length 12!/2 inches. Chrome plated. 

TC-67 HARRINGTON Retractor. As above, but large size, 
blade end 2!/ inches wide. 

TC-200 MASSON Needle Holder. 10!/2 inches, for all deep 
work, (Inset actual size.) Mortise lock. Chrome plated. 

TC-215 MAYO-HARRINGTON Scissors. Curved. Heavy, 11 
inches, for chest work and other deep surgery. 
Chrome plated. 

TC-218 MAYO-HARRINGTON Scissors. Straight. I! inches. 
Chrome plated. 

TC-235 HARRINGTON Clamp Forceps. Curved. 11'/2 inches. 
Mortise lock. Chrome plated. 

TC-235A HARRINGTON Clamp Forceps. As above, but with 
angular jaws. 

TC-240 ROCHESTER-HARRINGTON Chest Vulsellum For- 
ceps. (Not illustrated.) A !2 inch forceps, 2x3 teeth. 
Mortise lock. Chrome plated. 








Always Specify Instruments by V. Mueller 


V. MUELLER & CO. 


Everything for Surgery Since 1895 
408 South Honore Street ' 
CHICAGO 12, ILLINOIS TC-215-18 
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Within a few hours after picking, tree-ripened fruit purchased for the 
processing of Sunfilled products are delivered, inspected, assayed and proc- 
essed at our plant. Selected fruits of varying sugar-to-acid ratios are con- 
veyed to separate receiving bins from which they are drawn for blending... 
a process which establishes the uniform flavor and- consistency for which 
Sunfilled Juices are widely preferred. 











In ready-to-serve form, the flavor, body, vitamin C content and other nu- 
tritive values are those originally present in juices from which processed. 
No adulterants, preservatives or fortifiers are added. Of dietary importance, 
the indigestible peel oil fraction has been reduced by scientific methods to 
but .001%. 






Little wonder that in days of fruit shortages and 
soaring fresh fruit prices, Sunfilled Juices enjoy 
“consumer acceptance” in even greater measure, 


SUNFILLED 


ORDER TODAY and request price list on __ 
other Sunfilled quality products 
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ing a five-week session in New York 
which closed late in July. Repre- 
sentatives of 61 nations attended 
meetings. 

Urgent health problems which 
may arise before adoption of the 
constitution will be handled by an 
Interim Commission under the 
chairmanship of Dr. Andrija Stam- 
par of Yugoslavia. Dr. Stampar suc- 
ceeded Dr. Fedor Krotokov of Rus- 
sia who returned to Moscow. Dr. 
G. B. Chisholm of Canada is exec- 
utive secretary. 

The World Health Organization 
will either absorb or direct all 
existing intergovernmental health 
agencies, providing nations with a 
single authoritative body for the 
first time. Next meeting of the 
WHO will be held in Geneva early 
in November. 


Clinical Congress 


Advances in surgery and medicine 
as they affect the postwar hospital 
will be described by medical and 
hospital authorities at the Clinical 
Congress of the American College 
of Surgeons at the first annual meet- 
ing since 1941. Originally planned 
for September in New York, the 
congress was postponed to avoid 
overlapping with the United Na- 
tions Assembly and will be held 
December 16-20 in Cleveland with 
headquarters at the Cleveland Pub- 
lic Auditorium. 


Cancer Research 


Cancer research grants-in-aid ap- 
proximating $50,000 have been ap- 
proved recently by the U. S. Public 
Health Service upon the recommen- 
dation of the National Advisory 
Cancer Council. Grants will be paid 
from the expanded $500,000 cancer 
research grant-in-aid fund provided 
in federal appropriations for fiscal 
1947. 

Another $120,000 will be drawn 
from the fund on projects previous- 
ly approved but for which no funds 
remained during fiscal 1946. 


Preventive Care 


A cancer prevention clinic where 
persons in apparent good health are 
examined for possible beginnings of 
malignant growth and other dis- 
eases that might appear was opened 
at the Hospital for Joint Diseases, 
New York City, late in July. 

Organized along the lines sug- 
gested by the New York City Can- 
cer Committee, the clinic was open- 
ed after several months’ study of 
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similar clinics py Ur. J. J. Golub, 
hospital director, and Dr. Harold 
B. Davidson, clinic chief. 


Indigent Cost 


The State of North Carolina will 
take a step forward soon, perhaps 
by October 1, in sharing the burden 
of providing hospital care for in- 
digent citizens. With an annual 
budget of a half million dollars, the 
North Carolina Medical Care Com- 
mission is authorized to contribute 
$1 per indigent patient day “to hos- 
pitals publicly owned, or owned and 
operated by charitable nonprofit 
nonstock corporations.” 


For many years hospitals in North 
and South Carolina that meet cer- 
tain standards have received $1 a 
day for the care of indigents. Thus 
those in North Carolina that qualify 
will now receive $2. 

The opening of this new state 


Education 





program awaits completion of th 
state hospital survey and the for 
warding of charters by individuai 
hospitals. County departments o! 
public welfare will assume the res- 
ponsibility of certifying cases to the 
state commission. 


Economy 


The National Bureau of Stand- 
ards has proposed that the simpli- 
fied list of hypodermic needles, ap- 
proved by the American Hospital 
Association a year ago, be accepted 
generally as official. Use of the list, 
developed by the Committee on 
Simplification and Standardization 
of the Council on Administrative 
Practice in cooperation with manu- 
facturers, is expected to result in 
savings to the hospitals by eventual 
reduction of needle prices through 
volume manufacturing, reduction 
of inventories, simplified ordering 
and requisitioning. 


TWO MORE COLLEGE COURSES 


Two new college courses in hos- 
pital administration open this 
month, making a total of five in the 
United States. The new ones are 
offered by Washington University, 
St. Louis, and the University of 
Minnesota, Minneapolis. The 1946 
lineup: 

University of Chicago School of 
Business Administration. Course: 
Minimum of 36 weeks in residence, 
12 months’ administrative intern- 
ship. Prerequisites include a bach- 
elor’s degree. Training leads either 
to a master’s degree in business ad- 
ministration or a doctor of philoso- 
phy. Director, Dr. Arthur C. Bach- 
meyer; associate director, Charles 
A. Rovetta. 

Northwestern University School 
of Commerce, Evanston, Ill. One 
graduate course and one under- 
graduate. Course leading to degree 
of master of hospital administra- 
tion: 24 hours of credit and one 
year of satisfactory administrative 
experience. Prerequisites include a 
bachelor’s degree or equivalent. 
Course leading to bachelor of sci- 
ence in hospital administration: 
120 hours of credit and satisfac- 
tory administrative experience. Pre- 
requisites include graduation from 
an accredited high school. Director, 
Dr. Malcolm T. MacEachern; as- 
sistant director, Laura B. Jackson. 


Columbia University School of 


Public Health, New York City. 
Course leading to a master of 
science degree: 32 weeks in full- 
time residence and one year of 
supervised administrative intern- 
ship. Prerequisites include a bach- 
elor’s degree. Director, Dr. Claude 
W. Munger; assistant director, Dr. 
John E. Gorrell. 

Washington University School of 
Medicine, School of Business and 
Public Education, and Barnes Hos- 
pital, St. Louis. Course leading to 
certificate in hospital administra- 
tion: Nine months’ academic in- 
struction in residence and one year 
in administrative internship. Pre- 
requisites include a bachelor’s de- 
gree. Director, Dr. Frank R. Brad- 
ley; assistant director, Graham F. 
Stephens. 

University of Minnesota School 
of Public Health, Minneapolis. 
Course leading to a master’s degree: 
Two full academic years of study 
including one year of actual course 
work and one of internship. Pre- 
requisites include a bachelor’s de- 
gree. Director, Dr. Gaylord W. 
Anderson. 


Inservice Training 


Medical record librarians in all 
parts of the country will have a 
chance to brush up on the essen- 
tials of their work in a series of 
five-day inservice training courses 
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PROVEN aid against rashes—The highly successful record of Mennen _$PECIAL DISPENSER BOTTLE available 
Antiseptic Baby Oil in helping to prevent impetigo, urine scald, many _to hospitals is sanitary, easy to han- 
_other rashes and skin infections on millions of babies over the past 13 years _—_ die, saves nurses’ time. If you are in 

...cannot be matched by any other baby oil or lotion. Used in 3460 hospitals. need of dispenser bottles or Mennen 


2 BEST SHIELD against urine irritation—The continuous, unbroken Newark 4, N. J. 
© film of Mennen Antiseptic Baby Oil forms a solid barrier of protection, 
provides thorough coverage of the diaper area. It is a stable, homogenous mix- 
ture with vegetable oil base, which does not break down and is not subject to M f & 
evaporation or chemical alteration on the delicate infant skin. Proved de- 


pendable in use—best for babies in your nursery. ANTISEPTIC BABY OIL 





HY MOST 
HOSPITALS 


*“double-bless’? their babies 
with MENNEN 
Antiseptic Baby Oil 













Antiseptic Baby Oil, write to Profes- 
sional Service Dept., The Mennen Co., 
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ETHER & SUCTION APPARATUS 


‘trap, and Poole’s abdominal aspirating tube. Both 















.. . for Hospital Use 


The model illustrated has positive-acting, indirect- 
drive, slow-running, quiet double rotary pump, with 
16-0z. Snap-Fit ether bottle, and sensitive pressure 
regulator, warm water jacket, secondary electric 
heater, 32-0z. Snap-Fit suction bottle with over- 
flow trap and regulator; ether hook, Yankauer ton- 
sil suction tube, 1-gal. suction bottle and overflow 


suction bottles may be used at the same time from 
independent sources of vacuum. 


A similar model—No. 427 W—but without gallon 
suction bottle is recommended for T and A work. 


Write for descriptive folder 


-» SORENSEN & 


Factory, General Office and Showroom 

















403 EAST 62nd ST NEW YORK 21, N. Y 
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beginning with the current month. 


Twenty-three and perhaps more 
such courses will be given between 
this month and the end of next 
June. Eligible are all present and 
past medical record department 
employees of registered hospitals 
and clinics. A maximum of 60 reg- 
istrants for each course is planned. 
Tuition will be $20. Any surplus 
income will be used to finance such 
a program into the second year and 
perhaps to make possible a cor- 
respondence course. 

This series of courses will be con- 
ducted by Lillian H. Erickson of 
Chicago and Margaret Taylor of 





Rochester, with the latter in charge 
of field instruction. Both are past 
presidents of the American Associa- 
tion of Medical Record Librarians. 
The program is made _ possible 
through a grant of $22,000 by the 
National Foundation for Infantile 
Paralysis. 

The first courses will be given at 
Rochester, N. Y., and Portland, 
Maine. Other meeting places in the 
approximate chronological order 
of courses are: New York City; Bal- 
timore; Richmond, Va.; Miami; 
Atlanta; Charlotte, N.C.; Newark, 
N. J.; New Orleans; Memphis; 
Kansas City; Los Angeles; San 





















TODAY—AS FOR 60 YEARS 
—IT’S HILL-ROM FOR... 


HERE ARE JUST A FEW OF THE 
MANY “NEWS” IN HILL-ROM 
FURNITURE 


New Grouping Designs 
New Improved Gatch Spring 
New Irrigator Rod 
New Dresserobe 
New Stump Arm Construction 
on Easy Chairs 
New Nurse's Desk 
New Bedside Cabinet 
(With Improved Ventilating Arrangement) 
New Waterproof Under Covers 
For Loose Cushion Units) 
New Flush Construction 
(For Straight Chairs) 
Elimination of Overhang 
n Bedside Cabinets ond Dressers) 
New Dresser Depth 
(To Save Floor Space) 
Hand-holds for Drawers 
New ‘Sealed Frame"’ Pictures 
New Cloth-covered Rubber Bumpers 
New Story Walls for Children's 
Wards and Rooms 


HILL-ROM COMPANY, 


INC., 


Wavmctsesa in tospital Furniture 


For the post-war period of hospital expansion and 
modernization, HILL-Rom has redesigned and im- 
proved their entire line to meet the requirements of 
today—and tomorrow. Listed at the left are only a 
few of the many refinements and improvements 
which make for improved appearance, greater con- 
venience and serviceability, ease of cleaning and 
maintenance, and long-range economy. 


In addition to the many new designs and group- 
ings of furniture, HILL-RoM is offering a number of 
new specialties, including cloth-covered rubber 
bumpers for minimizing damage to painted and 
papered walls, ‘‘sealed’’ pictures, selected and 
framed especially for hospital use, and HILL-RoM 
Story Walls—two complete series of hand-painted 
washable panels for children’s wards and rooms 
which are applied just like wallpaper. 

Pending the completion of our new catalog, your 
HiLt-Rom representative will be glad to show you 
photographs and drawings of the new HILL-ROM 
designs, and give you the complete story of these 
many improvements in design and construction. 
Be sure to see the new HILL-Rom line before placing 
any orders for furniture, 


BATESVILLE, INDIANA 








FURNITURE 
FOR THE MODERN HOSPITAL 








Francisco; Portland; Spokane 
Omaha; Birmingham, Ala.; Nash 
ville, ‘Tenn.; Indianapolis; Colum 
bus, Ohio; Pittsburgh; Minnea 
polis. 


Institutes 


A different technique was tried 
out at the Chicago Institute on Per- 
sonnel Management July 29-August 
3, with registrants dividing into five 
seminar groups following a general 
session at the start of each day. 

Seminar topics were: (1) rela- 
tions with organized employee 
groups, (2) recruitment, selection 
and upgrading, (3) personnel func- 
tion and policy making, (4) super- 
visory training and improvement, 
(5) salary theory and application 
to the hospital. 

Each seminar discussion was held 
twice daily so that each registrant 
might follow two topics throughout 
the institute. ‘The faculty included 
30 outside speakers. Registrants 
numbered 8g. A special feature 
was group competition in the eve- 
nings on a_ personnel problem 
(which is reported elsewhere in 
this issue). 

James W. Stephan, chairman of 

the Association’s Committee on 
Personnel Relations and director of 
Aultman Hospital, Canton, Ohio, 
was director of the institute. Spe- 
cial consultants were Frederick H. 
Harbison, Ph.D., and Robert K. 
Burns, Ph.D., executive officers for 
the Industrial Relations Center, 
University of Chicago. 
» Three methods of cost analysis in 
general use in the hospital field 
were presented at the Institute on 
the Theory and Practice of Cost 
Analysis held July 22-26 at Bloom- 
ington, Ind. Study and analysis of 
each method and application of the 
different systems to specific hospital 
problems were discussed during the 
institute. 

Covered during the sessions were 
basic theories of cost principles, 
methods of allocating costs, and the 
mechanics involved. 

Stanley A. Pressler, professor at 
the Indiana University School of 
Business, was director of the insti- 
tute, which had a registration of 86. 
» Problems and procedures of hosp!- 
tal pharmaceutical work were cov- 
ered at the Institute on Hospital 
Pharmacy held July 15-19 at Ann 
Arbor, Mich. Information and new 
ideas for the hospital pharmacy 
were presented at the five-day in- 
stitute. 

Lectures and demonstrations were 
given each morning and aftefoon, 
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PHYSICLANS: RECORD CO. 








Second Edition of an Outstanding Book 


HOSPITAL ORGANIZATION 
AND MANAGEMENT 


by Malcolm T. MacEachern, M.D. 





Many new features—about 100 more pages 
than the first edition—not only brought up- 
to-date but contains many subjects not 
touched in the first edition. New chapters 
on Personnel Relations, Special Hospitals, 
etc. Every hospital should have a copy for 
ready reference. 


The most outstanding practical book ever 
published for hospital workers. All hospital 
activities are thoroughly covered .. . based 
on knowledge obtained by Dr. MacEachern 
during his large experience in the field... 
every chapter is full of helpful ideas. Over 
1000 pages, 22 full page illustrations by a 
renowned artist and 200 charts, forms, etc. 
Size, 93g x 63% in. Sturdy, long wearing 
binding. Price $8.50 per copy, postage paid 
in U. S. A. if remittance accompanies order. 
Order your copy now ... ready soon. 
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Physicians’ Record Co. 
Publishers 


161 W. Harrison St. 





Chicago 5, Ill. 














THE NEW 








PATIENTS-PHONE SYSTEM 


This newest unit in our line of hospital signalling 


systems is now in production, and is ready for prompt 


delivery at a mouerate price. 


Here is a voice communicating system between 


patient and nurse. Used in conjunction with our reg- 


ular nurses call system, it will save countless steps 







and time because it permits the patient to tell the 
nurse of the need before a trip to the room is made. 


Write for full information today. 35 
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No. 1025 Bassi- 
nette with Cab- 
inet base. 

Height incl. 
Atlasite cas- 
ters, 38 in.; 
width, 16!/, in.; 
length, 31 in. 
Three compart- 
ment cabinet, 
full width and 
length within 
frame, II in. 
high. Basket is 
| in. above 
frame; can be 
tilted either 
way with safety. 
Rust-resistant 
treated, fin- 
ished in Hard 
Baked Enamel — 
in white or any 


plain color. a 
ce ey 


FRANK A. HALL & SONS 


Makers of ‘'Lastingly Rigid'' Hospital Beds 
General Office 
120 Baxter St. 
New York 13, N. Y. 





Showrooms 
200 Madison Ave. 
(Entrance on 35th St.) 
New York 16, N. Y. 

















You'll find 


WILLIAMS’ 
TRAINING SCHOOL OUTFITS 


individually tailored to YOUR 
School's Specifications 


SMARTER 
BETTER FITTING 
LONGER WEARING 
Why not write today for details? 


* 
ATTRACTIVE 
UNIFORMS and CAPES 
of finest materials and workmanship 
, * 


See our Booth 541, A.H.A. Convention 
Philadelphia, Pa., Sept. 30 to Oct. 3 

















C. D. WILLIAMS & COMPANY H-946 
246 So. 11th St., Philadelphia 7, Pa. 
































and round table groups met each 
evening for discussion of subjects 
presented during the day. Among 
the main points covered at the in- 
stitute were parenteral medicine 
and manufacturing in the 100 to 
200-bed hospital pharmacy. 

A faculty of 14 participated in the 

institute, which was attended by 
139 persons. 
» Basic accounting and business pro- 
cedures in hospitals of different sizes 
were covered at the Institute on 
Basic Accounting which was held 
June 10-14 in Houston, Texas. 

Lecture and discussion periods 
were held daily. Round table con- 
ferences provided time for discus- 


sion of questions or problems of .. 


current interest. A daily consulta- 





tion period also was included in 
the institute schedule so that regis- 
trants with special accounting prob- 
lems could consult with faculty 
members. 

Sixty-one registrants attended the 
institute, which was directed by R. 


New Members 





O. Daughety, superintendent ot 
Hermann Hospital, Houston. Co 
ordinators were P. F. Riggs, assist 
ant superintendent of Hollywood 
(Calif.) Presbyterian Hospital, and 
William Anderson, comptroller o! 
Barnes Hospital, St. Louis. 


THE INDIAN HOSPITALS JOIN 


The affiliation of 63 Indian hos- 
pitals of the United States brings 
into Association membership the 
largest single operator of small hos- 
pitals in the country—the Office of 
Indian Affairs of the Department 
of the Interior. Membership con- 





Safeguarded constantly by scien- 
tific tests, Coca-Cola is famous for 
its purity and wholesomeness. It's 
famous, too, for the thrill of its taste 
and for the happy after-sense of 
complete refreshment it always 
brings. Get a Coca-Cola, and get 


the feel of refreshment. 
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tracts have been completed and this 
group of hospitals, ranging in size 
from 10 to 350 beds with a total 
capacity of 3,726 beds and 418 bas- 
sinets, has been accepted by the 
trustees. 

This is the second group of fed- 
eral hospitals which has been ap- 
proved for participation in the 
Association. The first such group 
included the veterans hospitals 
which became members in March. 
Negotiations are under way now 
for the six Indian hospitals in Alas- 
ka to become Association members. 

Indian hospitals are located in 
25 states and Alaska and during the 
past year provided hospital and 
health services to more than 400,- 
ooo Indians, Eskimos and Aleuti- 
ans. In addition to treatment pro- 
vided in service hospitals, the of- 
fice has contractual relations with 
other governmental and non-gov- 
ernmental hospitals for the care of 
Indians. 

A unique feature of the Indian 
service is that it is the only govern- 
mental agency which provides, in- 
sofar as funds permit, complete 
medical and hospital care to the 
beneficiary from the cradle to the 
grave. Care in other federal hospi- 
tals is provided only under specific 
conditions. 

The Indian hospital has gained 
valuable experience in its position 
as a community health center. 
With the participation of the In- 
dian hospitals in American Hospt- 
tal Asssociation activities, Dr. R. B. 
Snavely, Director of Health of the 
Office of Indian Affairs and Senior 
Surgeon, U. S. Public Health Serv- 
ice, states: 

“The experience of the past 62 
years of the Indian Service in devel- 
oping and administering hospitals 
in rural areas should be extremely 
useful to the small communities 
contemplating expanding _ health 
programs. The Indian Service hos- 
pital has been the focal point of 
community health activities. 
Around it has been organized the 
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Inland Hospital Bed 
No. H367 


Inland Beds cost less in the long run because no other 
hospital bed combines all these important advantages: 
1. Special type worm gear and ball bearings make opera- 
tion of crank operated back-rest and knee-rest virtually 
effortless. 2. Tel ping crank handles .. . t mar 
finish of bed. 3. Compression grease cups provide auto- 
matic lubrication. 4. Sagless double strand spring fabric. 
5. Three flexible steel bands for extra center support. 


Age Equipment We invite your inquiries on Inland Hospital Beds—Steel 
Hospital Furniture—Portable Bed Sides—Mattresses. 






















and Supplies, Tried 
and Tested. Member Hospital Industries Association 


INLAND BED COMPANY 


MANUFACTURERS 


3921 S. Michigan Ave. ‘ib) Chicago 15, Illinois 
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_ A NEW CATALOG BY BARNSTEAD 
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In response to many requests this special 6-page catalog of Barn- 
stead Water Stills for Hospitals has been prepared. From over 
100 models in the complete Barnstead line those listed are 
especially designed and recommended for hospital work. 


All of the single effect stills shown are Type "O" Stills, as is also 
the last still of the double and triple outfits. This still, because of 
its exclusive Spanish Baffle, delivers water of unequalled purity and 
freedom from pyrogenic reactions. It is Barnstead's reputation for 
providing this extra protection that guarantees your satisfaction. 
Prices quoted include all valves, traps, etc., necessary for operation. 


Send today for this up-to-the-minute catalog. OF Stians-ennkien Bulietin 114 of Barnstead 
Stills Especially Selected for Hospitals. 
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Tribal Council Health Committee, 
which is intimately associated in 
formulation of local health pro- 
grams and health legislation and 
in developing over-all community 
health consciousness and under- 
standing. The Tribal Health Com- 
mittee is the primary instrument 
making possible optimum use of 
Indian Service health and hospital 
facilities.” 

United States Public Health 
Service officers assist the Indian of- 
fice with administration. In normal 


times the hospital and health pro- 
gram of the service has a comple- 
ment of approximately 200 full 
time physicians, 125 part time 
physicians, 800 hospital and public 
health nurses and 1,200 other em- 
ployees. Since 1937, a school for 
nurses’ aids has been in operation at 
the Kiowa Hospital, Lawton, Okla., 
and its graduates are placed in serv- 
ice hospitals to assist nurses in sub- 
professional duties. The school’s 
curriculum includes instruction in 
practical nursing, psychology, eth- 
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SHELDON’S long, continuous, and suc- 
cessful laboratory experience; efficient ° 
planning service, and unsurpassed pro- 
duction facilities combine to provide 
the utmost in utility and economy in 
Hospital Equipment. Let our Engineers 
help you plan your Central Supply, 
Sterilizing Rooms, Nurses’ Stations, 
Film Processing Rooms, Pharmacies, 
Laboratories, and other adjunct service 
areas. Also Nurses’ Training Science 
and Dietetics Laboratories. 


Write for SHELDON’'S 
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Fixed Equipment — a 
catalog showing com- 
plete Hospital Equip- 
ment and plans for func- 
tional rooms. 
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ics, hygiene, drugs, diet and dis- 
ease, and communicable diseases, 
Only persons without qualifications 
to enter an approved nursing 
school are accepted for this train. 
ing. Technicians and orderlies are 
trained in the various service hos- 
pitals. 

In its 1946 report to the Depart- 
ment of the Interior, the Office of 
Indian Affairs stated that 37,342 
patients were hospitalized with a 
total of 714,400 inpatient days of 
care, and that the value of care 
provided exceeded $10,000,000. 


HOSPITALS AND SANATORIUMS OF 
OFFICE OF INDIAN AFFAIRS 


Albuquerque (N. M.) Indian Hospital 
Albuquerque (N. M.) Indian Sanatorium 
Blackfeet Indian Hospital 
Browning, Mont. 
Cass Lake (Minn.) Indian Hospital 
Cherokee (N. Car.) Indian Hospital 
Cheyenne & Arapaho Indian Hospital 
Concho, Okla. 
Cheyenne River Indian Hospital 
Cheyenne Agency, S. 
Chinle (Ariz.) Indian Hospital 
Claremore (Okla.) Indian Hospital 
Clinton (Okla.) Indian Hospital 
Choctaw Indian Hospital 
Philadelphia, Miss. 
Colorado River Indian Hospital 
Parker, Ariz. 
Colville Indian Hospital 
Nespelem, Wash. 
Crow Indian Hospital 
Crow Agency, Mont. 
Crow Creek Indian Hospital 
Ft. Thompson, S. Dak. 
Eastern Navajo Indian Hospital 
Crownpoint, 
Edw. T. Taylor Indian Hospital 
Ignacio, Colo. 
Fort Apache Indian Hospital 
Whiteriver, Ariz. 
Fort Belnap Indian Hospital 
Harlem, Mont. 
Fort Berthold A ga Hospital 
Elbowoods, Dak. 
Fort Peck Pidian Hospital 
Poplar, Mont. ; 
Fort Totten (N. Dak.) Indian Hospital 
Fort Yuma Indian Hospital 
Yuma, Calif. 
Hayward (Wis.) Indian Hospital 
Hoopa (Calif.) Valley Indian Hospital 
Hopi Indian Hospital 
Keams Canyon, Ariz. 
Jicarilla -— Hospital 
Dulce. N. 
Kiowa Indian ‘Hospital 
Lawton, Okla. 
Mescalero (N. M.) Indian Hospital 
Navajo Medical Center 
Fort Defiance, Ariz. 
Northern Navaio Indian Hospital 
Shiprock. N. M. 
Pawnee & Ponca Indian Hospital 
Pawnee. Okla. 
Phoenix (Ariz.) Indian Hospital 
Phoenix (Ariz.) Indian Sanatorium 
Pima Indian Hospital 
Sacaton, Ariz. 
Pine Ridge (S. Dak.) Indian Hosvital 
Pivestone (Minn.) Indian Hospital 
Red Lake (Minn.) Indian Hospital 
Rosebud (S. Dak.) Indian Hospital 
Soboba Indian Hospital 
San Jacinto, Calif. 
San Carlos (Ariz.) Indian Hospital 
San Xavier Indian Sanatorium 
Tucson, Ariz. 
Santa Fe (N. M.) Indian Hospital 
Sells (Ariz.) Indian Oasis Hospital 
Shawnee (Okla.) Indian Sanatorium 
Sioux Indian — 
Rapid City. S. Dak 
Sisseton (S. Dak.) Indien Hosvital 
Standing Rock Indian Hospital 
Fort Yates, N. Dak. 
Tacoma (Wash.) Indian Hospital 
Talihina (Okla.) Indian Hospital 
Turtle Mountain Indian Hospital 
Belcourt. N. Dak. 
Uintah Indian Hospital 
Fort Duchesne, Utah 
Walker River Indian Hospital 
Schurz, Nev. ; 
Warm Springs (Ore.) Indian Hospital 
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Western Navajo Indian Hospital 
Tuba City, Ariz. 
Western Shoshone Indian Hospital 
Owyhee, Nev. 
White Earth (Minn.) Indian Hospital 
Wind River Indian Hospital 
Fort Washakie, Wyo. 
Winnebago (Nebr.) Indian Hospital 
Winslow (Ariz.) Indian Hospital 
Wm. W. Lage Indian Hospitai 
Tahlequah, Okl 
Yankton Indian Hospital 
Wagner, S. Dak. 
Zuni (N. M.) Indian Hospital 


Other New Members 


FLORIDA 


Panama City—Panama City Hospital, Inc. 
Tallahassee—Baptist Memorial Hospital 


ILLINOIS 
Batavia—Bellevue Place for Mental Dis- 
eases 
Benton—The Moore Hospital 


INDIANA 


Mooresville—Comer Sanitarium 
Rochester—Woodlawn Hospital 


MICHIGAN 


Detroit—Detroit Medical Hospital 
Detroit—Earl J. Smith and Associates 


MISSOURI 
Moberly—Woodland Hospital 


NEBRASKA 


Lincoln—Lincoln State Hospital 
Valentine—General Hospital 


NEW JERSEY 


Hoboken—St. Mary’s Hospital 
Orange—St. Mary’s Hospital 


NEW YORK 
Buffalo—St. Francis Hospital 


NORTH CAROLINA 
Jacksonville—Onslow County Hospital 


TEXAS 


Velasco—Dow Magnesium Corporation 
Hospital 


WISCONSIN 
Kaukauna—Riverview Sanatorium 


PUERTO RICO 
Hato Rey—Clinica Dr. E. D. Maldonado 


PERSONAL MEMBERS 


Beckett, Morley, M. D., Asst. Dir., Univ. of 
Mich, Hosp., Ann Arbor. 

Cabot, Harold, Pres., Emerson Hospital, 
Concord, Mass. 

Cameron, Frank M., Asst. Purch. Agt., 
Grant Hospital, Chicago. 

Cunningham, James A., Exec. Off., Vet- 
erans Hospital, Temple, Texas. 

Dey, Russell P., Dir. Bd. of Dir., Wm. Mc- 
Kinley Mem. "Hosp., Trenton, N. J. 

Dick, W. H., Exec. Off., Veterans Hospital, 
Alexandria, La. 

Dodds, Thelma, Supt. of Nrs., C. T. Miller 
Hospital, St. Paul. 

Feins, Daniel M., Asst. Exec. Dir., Beth 
Abraham Home, Bronx, New York. 
Fielden, C. F., Jr., Admin., City and Coun- 
ty Hosp., Gulfport, Miss. 

Follmer, William G., Consultant on Acct., 
Rochester (N. Y.) Hosp. Council. 








FT. Muncie & Company 


Accountants and Auditors 


333 NORTH MICHIGAN AVENUE 
CHICAGO |, ILLINOIS 


Specializing in Hospital Problems in 
the Field of Accounting, Auditing, 
Cost Control and Budget Procedures. 


Sixteen Years’ Active Experience 
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Foulger, F. J., Asst. Supt., L. D. S. Hosp., 
Salt Lake City. 

Goosen, Sidney S., Admin., N. Detroit 
(Mich.) Gen. Hospital. 

Hubbard, M. Gaylord, Asst. Supt., 
ville (S. Car.) Gen. Hospital. 

Lambert, Myrtle, Secr., McKellar Gen. 
Hosp., "Fort William, Ont. 

Lane, William ¢. Purch. Agt., 
Hosp., Pittsburgh, Pa. 

Lermond, Guy K., Sales Mgr., 
Castle Co., Thomaston, Me. 

Littlejohn, Myrtle, Supt., Athens 
Gen. Hospital. 

MacColl, Kenneth D., Pres., 
Corp., Providence, R. I. 

MacLeod, Lovette, Supt., Camden (Maine) 
Comm. Hospital. 
McCarthy, B. J., Supt., J. Decker Munson 
Hosp., Traverse City, Mich. 
Martin, John D., Asst. to Dir., Medical 
Center, Jersey City, N. J. 

Nelson, Anna C. M., Exec. Dir., Lutheran 
Mem. Hosp., Newark, N. J. 

Neubert, Chris J., Admin. Asst., Grady 
Mem. Hosp., Atlanta. 

Pearson, Albin Riss Deputy Supt., Highland 


Green- 


Shadyside 
Wilmot 
(Ga.) 


Hosp. Service 


Park (Mich.) Gen. Hospital. 
Pepper, George W., Jr., Arch., St. Davids, 
Pa. 


Quinn, T. S. Jr., 1 
Hospital, Lebanon, P: 
Ross, Helen B., R.N., Supt., St. Luke’s Hos- 
pital, Boise, Tdaho. 

Shifman, Simon T., Trustee, Newark (N. J.) 
Beth Israel Hospital. 

Smiley, John T., Asst. Supt., Ancker Hos- 
pital, St. Paul. 

Smith, Charles L., Admin., The Doctors 
Hospital, Maryviile, Tenn. 

Snoke, A. W., M.D., Dir., Grace-New Haven 
Hosp., New Haven, Conn. 

Snow, Gilberta H., Supt., 
Hospital. 

Strauss, Carol N., Supt., 
Bangor, Maine. 

Summey, Thomas J., M.D., om. Burling- 
ton Co. Hosp., Mt. Holly, 

Webber, Ralph, Dir. Augusta Nindaine) Gen. 
Hospital. 

Yates, Jean M., R.N., Supt., 
pital, Klamath Falls, Ore. 

Zugich, John J., Chief Pharmacist, Oak 
Ridge (Tenn.) Hospital. 


Good Samaritan 


Camden (Ark.} 
Paine Hospital 


Hillside Hos- 
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GusTAF WILHELM OLSON, administrator 
of the Queen’s Hospital, Honolulu, T. H., 
since 1936, will retire this fall. Mr. Olson 
was superintendent of Swedish Hospital, 
Minneapolis, from 1912 to 1921; superin- 
tendent of California Lutheran Hospital, 
Los Angeles, from 1922 to 1932, and assist- 
ant superintendent of Los Angeles County 
General Hospital from 1932 to 1936. 

Mr. Olson has been very active in the 
hospital field. He is a Fellow of the 
American College of Hospital Administra- 
tors and has been a member of the Ameri- 
can Hospital Association since 1910. He 
was a founder, and also served as presi- 
dent, of the following organizations: Min- 
neapolis Hospital Council; Minnesota Hos- 
pital Association; Hospital Association of 
Hawaii; and the Honolulu Hospital Coun- 
cil. In addition, he was president of the 
Hospital Council of Southern California 
and the Western Hospital Association. 

Cart I. FLATH has been appointed as 
Mr. Olson’s successor and he will assume 
his duties at Hono- 
lulu in September. 

Mr. Flath was su- 

perintendent of the 

Wellsley Hospital, 

Toronto, from 1936 

to 1939; assistant 

director of Michi- 

gan Hospital Serv- 

ice, Detroit, from 

1939 to 1942; and 

superintendent of 

Charlotte (N. C.) 

Memorial Hospital, from 1942. Mr. Flath 
is a member of the American College of 
Hospital Administrators and the Ameri- 
can Hospital Association, and was a mem- 
ber of the National Hospital Day Commit- 
tee of the Association for three years. 


LEONARD W. Days, chief of Veterans Ad- 
ministration Hospitalization section since 
November 1945, resigned from his post 
August 10 to become executive officer at 
the 2000-bed neuropsychiatric VA hospital 
at Bedford, Mass. In his former post Mr. 
Days supervised the VA program for con- 
tract negotiations with civilian hospitals. 
His duties began following a period of 
four years service in the Army Medical 
Administrative Corps. His rank at the 
time of his separation from service was 
major. 

Before entering the service Mr. Days 
was studying for his master’s degree in 
hospital administration at the University 
of Chicago. He was, prior to that time, 
associated with Massachusetts General 
Hospital for 11 years. 


HELENA R. HuGues has succeeded MyrA 
B. CONOVER as administrator of the Mem- 
orial Hospital of Chester County, West 
Chester, Pa. Miss Hughes entered hospital 
work as a telephone operator at the Chris- 
tian H. Buhl Hospital, Sharon, Pa., in 
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1929, becoming office manager and then 
purchasing agent, the position she held 
when she accepted the West Chester 
position. 


Howarp S. PFIRMAN, superintendent of 
the Middlesex. Hospital, Middletown, 
Conn., has had to resign as secretary of 
the Connecticut Hospital Association be- 
cause of his health. WILLIAM J. DONNEL- 
LEY, superintendent of Greenwich (Conn.) 
Hospital, has taken over Mr. Pfirman’s 
work as secretary of the association. 


Joun T. BATH, superintendent of Blooms- 
burg (Pa.) Hospital since 1943, has re- 
signed. Mr. Bath, who is a member of the 
Hospital Association of Pennsylvania, the 
American College of Hospital Administra- 
tors, and the American Hospital Associa- 
tion, was administrator of the Nesbitt 
Memorial Hospital, Kingston, Pa., from 
1930 to 1941. 


WuirTELAw H. Hunt has resigned as ad- 
ministrator of the Charleroi-Monesson 
Hospital, Monesson, Pa., to become man- 
ager of the Chambersburg (Pa.) Hospital. 
Mr. Hunt, a member of the American 
Hospital Association, was administrator 
of the Maple Avenue Hospital, DuBois, 
Pa., from 1941 to 1943, when he assumed 
his duties at Charleroi-Monesson. 


Harvie M. CLyMeER, wartime superin- 
tendent of Doctors Hospital, Philadelphia, 
will direct the medical administrative ac- 
tivities of the Veterans Administration in 
the three state area of Pennsylvania, New 
Jersey and Delaware. ‘THOMAS R. KELLETT, 
who on May 15 became business manager 
of Friends Hospital, Philadelphia, has re- 
signed that position to assist Mr. Clymer 
in the VA in Philadelphia. Mr. Kellett, 
who was a major with the Medical Ad- 
ministrative Corps, was director of the 
Oswego (N. Y.) Hospital before entering 
service. 


Joun M. Kine is administrator of the 
Reid Memorial Hospital, Richmond, Ind., 
succeeding Mabel Forthman, who re- 
signed. Mr. King was purchasing agent 
and assistant administrator of the Chil- 
dren’s Hospital, Pittsburgh, from 1932 to 
1943; in 1943 he entered the Medical 
Administrative Corps of the U. S. Army; 
and in November 1945, when he was dis- 
charged with the rank of captain, he was 
made administrator of the Newark (Ohio) 
Hospital. 


CHARLES E. VADAKIN has resigned as ad- 
ministrator of the Fairmont (W. Va.) 
General Hospital, and C. E. JoHNson, resi- 
dent auditor of the hospital, has been 
appointed acting administrator. 

Mr. Vadakin and Paul C. Buck, who 
has been in the Army for the past three 


and one-half years, have formed the Cru- 
sader Hotels Co., Inc., and have leased 
the Park Hotel, Coshocton, Ohio. 


Word comes from RoBERT G. JOLLY that 

he has been promoted from administrator 
to director of public relations of the 
Memorial Hospital, Houston, Tex. He ad- 
vises that he willde- 
vote his full time at 
the hospital to his | 
new duties, the 
most important of 
which will be rais- 
ing funds for the 
hospital. Mr. Jolly 
has been very ac- 
tive in the hospital 
field; he is a char- 
ter fellow of the * 
American College — : 
of Hospital Administrators; a member of 
the American Protestant Hospital Asso- 
ciation, the Texas Hospital Association, 
and the American Hospital Association. 
He has served as president of the above 
three associations as well as president of 
the South Texas Hospital Council. 


MADELINE F. DILL, R.N., will assume her 
duties as director of nurses and principal 
of the School of Nursing at Rhode Island 
Hospital, Providence, on September 1. 


Dr. Francis H. SLEEPER has been ap- 
pointed superintendent of the Augusta 
(Maine) State Hospital and Consultant on 
Hospitals and Mental Health to the 
Maine Department of Institutional Serv- 
ice, effective September 1. Dr. Sleeper, 
who has resigned as assistant to the Com- 
missioner of Mental Health in Massachu- 
setts, succeeds Dr. Forrest C. Tyson, re- 
tired. 


Dr. H. H. BRUECKNER has resigned as 
superintendent of District Tuberculosis 
Hospital, Lima, Ohio, to become superin- 
tendent of Molly Stark Sanatorium, Can- 
ton, Ohio, effective September 1. Dr. 
ERNEST HOLsTeD, formerly connected with 
Pleasant View Sanatorium, Amherst, Ohio, 
will succeed Dr. Brueckner at Lima. 


Cuirrorp G. Saratso has been appointed 
administrator of the Good Samaritan Hos- 
pital of Lebanon, Pa. Prior to his military 
service, Mr. Saratso was connected with 
the rural hospitals division of the Com- 
monwealth Fund, New York City. 


DonaLp W. Duncan has assumed his 
duties as business manager of St. Elizabeth 
Hospital, Lincoln, Nebr. Mr. Duncan, 
who was credit and assistant business 
manager of Creighton Memorial St. Jo 
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They may argue about politics 
or personalities, but on the 
subject of soap for patient care 
—hospital superintendents, 
purchasing agents and nurses 
are in complete accord. Yes, 
all three agree on C.P.P.! They 
know from experience that 
Colgate-Palmolive-Peet has 

a soap to fit every need—to 
please every patient. 











~~ COLGATE’S FLOATING SOAP 
is made specially for hospital 
use. Its purity, mildness and 
economy meet the most 
exacting hospital requirements. 


CASHMERE BOUQUET is a 
big favorite in private 
pavilions because women like 
the delicate perfume of this 
hard-milled luxury soap. 


And everybody likes PALMOLIVE! 
It meets the highest hospital 
standards in purity—a favorite 
with patients and nurses alike! 


Call in your local C.P.P. representative and ask him to quote you 
prices on the sizes and quantities you need, or write direct to: 


COLGATE-PALMOLIVE-PEET COMPANY 
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seph’s Hospital, Omaha, since 1941, has 
been active in hospital organization work. 
He served as secretary-treasurer of the 
Omaha Hospital Council for several years, 
and at present is president-elect of that 
group, as well as secretary-treasurer of the 
Nebraska Hospital Assembly. He is a per- 
sonal member of the American Hospital 
Association. 


SIsTER MAGDALA, administrator of St. 
John’s Hickey Memorial Hospital, Ander- 
son, Ind., for nine years, gave up her post 
on August 6. During her years of service 
Sister Magdala was engaged in some major 
building projects—new nurses’ home, new 


wing, and the extension to the center 
building. 

Beginning in the fall of last year, Sister 
Magdala assumed leadership in trying to 
save 13,000 Blue Cross memberships jeop- 
ardized by the General Motors strike. Last 
May she made St. John’s the headquarters 
for the Blue Cross membership drive, 
which succeeded in enrolling three-fourths 
of the community’s population. 

Sister Magdala has been nominated to 
the American College of Hospital Admin- 
istrators and holds a life membership in 
the American Hospital Association. 


S. K. Hunt has resigned as administra- 
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tor of Grace Hospital, Morganton, N. ©., 
effective November 1, after nine years of 
service. He was organizer and president of 
the Catawaba Valley Conference of Hos- 
pital Executives, representing 12 weste:n 
North Carolina counties, and is a member 
of the advisory committee of the Novih 
Carolina Medical Care Commission. 


WILLM VAUGHN Herrin has succeeded 
AUGUSTA CHRISTIANSON as superintendent 
of Mary Lanning Memorial Hospital, 
Hastings, Nebr. Miss Christianson, who 
had been superintendent since 1941, re- 
signed to assume a position as anesthetist 
at St. Luke’s Hospital, Denver. 

Mr. Herrin, who was discharged from 
the Medical Administrative Corps with 
the rank of major after serving three 
years, was overseas for two years. He was 
connected with the 182nd General Hos- 
pital and later with the 347th Station 
Hospital. 


Dr. HENRY N. Pratt is the new admin- 
istrator of Memorial Hospital for Cancer 
and Allied Diseases, New York City. 
Shortly after his discharge from the Medi- 
cal Administrative Corps as colonel and 
commanding officer of a number of hos- 
pitals overseas, Dr. Pratt became instruc- 
tor in pediatrics at Harvard Medical 
School and associate physician at Chil- 
dren’s Hospital, Boston. 


HELEN M. Rosinson, who became direc- 
tor of study of the Arkansas Hospital and 
Health Service Survey last November, is 
now a health specialist of the University 
of Arkansas Extension Service, filling a 
newly created position. She will work 
with farm groups on family budgets for 
health, history of hospitals, ways and 
means of obtaining adequate hospital 
care, how to form nonprofit hospitals, 
and mental hygiene. 

Miss Robinson served as secretary and 
medical records librarian of Little Rock 
City Hospital 1931 to 1939; assistant ad- 
ministrator of University Hospital, Little 
Rock, from 1939 to 1941; administrator of 
DeEtta Harrison Detwiler Memorial Hos- 
pital, Wauseon, Ohio, from 1940 to 1942; 
and as administrator of University Hos- 
pital, Little Rock, from 1942 until last 
November. She is a member of the Ameri- 
can College of Hospital Administrators 
and the Arkansas Hospital Association. 


WILLIAM W. SHEPPARD, formerly busi- 
ness manager of the New Rochelle (N. Y.) 
Hospital, has been named as_ assistant 
superintendent. 


PAuL CusHinc is head of the new 200- 
bed Providence Memorial Hospital which 
will be built in El Paso, Tex. On his dis- 
charge from the Army, Mr. Cushing was 
business manager of the Quincy (Ill. 
Clinic. Before entering service he was 
business manager of Warmolts Clinic, 
Oregon, Ill., and prior to that personnel 
manager of Dante Annex of Letterman 
General Hospital, San Francisco. 
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RutH E, JOHNSON has succeeded Mrs. 
FREDERICKA CONSIGNY as superintendent of 
Christ’s Hospital, Topeka, Kans. Miss 
Johnson, a registered nurse, received her 
bachelor of science degree in hospital ad- 
ministration from Northwestern Univer- 
sity this spring. Prior to entering North- 
western for her special training, Miss 
Johnson had go years of executive experi- 
ence in hospitals; 10 years of which were 
as superintendent. Her last position was 
with the Woodstock (IIl.) Hospital. 


Joun F. Barker became administrator 
of the Valley View Hospital, Ada, Okla., 
on July 18. ANN MorELAND, who served as 
acting administrator of the hospital, was 
appointed assistant administrator. 


Mr. Barker previously held the positions 
of administrative assistant, Mayo Clinic 
Hospitals, Rochester, Minn.; business man- 
ager of Watson Clinic, Brookings, S. D.; 
superintendent of Dixie Hospital, Hamp- 
ton, Va.; deputy superintendent of Gal- 
linger Municipal Hospital, Washington, 
D. C.; and executive director of Vicksburg 
(Miss.) Clinic. 

He is a nominee of the American Col- 
lege of Hospital Administrators and a 
member of the American Hospital Asso- 
ciation. 


ETHEL M. Hopkins has assumed her 
duties as superintendent of nurses and 
principal of the school of nursing of 
White Cross Hospital, Columbus, Ohio. 
Miss Hopkins succeeded LuLu E. Ferris, 
who resigned. 


Nora E. YOuNG, superintendent of Cale- 
donian Hospital, Brooklyn, N. Y., has re- 
tired after 28 years of service. Miss Young 
has been an important factor in the hos- 
pital’s growth from a small 20-bed institu- 
tion into a modern 135-bed medical center 
maintaining highest standards. 


C. D. Hitt has succeeded Dr. WILLARD 
L. QUENNELL as director of the Union 
Memorial Hospital, Baltimore. Before 
joining the 18th General Hospital Unit in 
April 1942, Mr. Hill had served since 1936 
as assistant to the treasurer and comptrol- 
ler of Johns Hopkins Hospital. 


Haroip W. FLitcraFtT, research director 
of Hospital Service Plan Commission for 
the last two years, will leave this month 
to join the Follett Publishing Company, 
publishers of educational books. Before 
coming to Blue Cross, Mr. Flitcraft was 
editor of an insurance statistical and actu- 
arial service. 


Deaths 


S. HAWLEY ARMSTRONG, executive sec- 
Tetary of the Hospital Association of 2enn- 
sylvania, died July 22, at the age of 45. 
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Before Mr. Armstrong became affiliated 
with that association ten years ago, he was 
an employee of the state, having worked 
in virtually every department in the com- 
monwealth’s administration. His familiar- 
ity with the state’s departmental system 
proved invaluable to the assocjation when 
he was induced to become its first full- 
time secretary. 


Dr. HENRY GREENBERG, medical superin- 
tendent of City Hospital on Welfare 
Island, New York City, died July 23. 

Dr. Greenberg, who was graduated from 
the Long Island College of Medicine in 
1921, served as superintendent of Fordham 


Hospital and Morrisania City Hospital 
before his appointment to City Hospital. 
He had been an active personal member 
of the American Hospital Association 
since 1934. 


EpMUND H. Sears, president of the Fram- 
ingham (Mass.) Union Hospital, and for 
many years active in community affairs, 
died July 23. In recent years his chief 
interest had been the hospital develop- 
ment of his section of the state and the 
expansion of the Framingham Hospital. 
He had been an active personal member 
of the American Hospital Association 
since 1937- 
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121-123 East 24th Street, New York 10, N. Y. 
Branches: Columbia 24, $.C.—Indianapolis 4, Ind. 


HEATING PAD 


Approved 8 ft. cord and 
plug. 60 Watts. 


110-120 Volts AC or DC 


Price $6.00 each 


Plus 32c Federal Excise Tax 














WELCOMES 


and Offers New, 
-. Data Helpful in 
e Most Comprehensive 


These Member Firms, and Their Trained Experts Are at Your Service 


A. S. Aloe Company 
Amcoin Corporation 


American Hospital Supply Corp. 
American Laundry Machinery Co. 


St. Louis, Mo. 
Buffalo, N. Y. 
Chicago, Illinois 
Cincinnati, O. 


American Radiator and Standard Sanitary Corp. 


American Safety Razor 
American Sterilizer Company 
Ames Company, Inc. 
Anstice Company, Inc., The 
Applegate Chemical Company 
Armstrong Cork Company 

C. R. Bard, Inc. 

Bard-Parker Company 
Bassick Company 

Baver & Black 

Becton, Dickinson & Co. 
Frederic Blank & Co., Inc. 

S. Blickman, Inc. 

Bristol Laboratories 

Bruck's Nurses Outfitting Co. 
Burdick Corporation, The 
Burrows Company, The 
Carolina Absorbent Cotton Co. 
Carrom Industries, Inc. 
Wilmot Castle Company 
Citrus Concentrates, Inc. 

A. M. Clark Company 

Clark Linen & Equipment Co. 
Clay-Adams Company, Inc. 
Colgate-Palmolive-Peet Co. 
Warren E. Collins, Inc. 
Colson Corporation 


Colt's Patent Fire Arms Mfg. Co. 


Continental Car-Na-Var Corp. 


Continental Hospital Service, inc. 


Crane Company 

Cutter Laboratories 

Davis & Geck, Inc. 

Debs Hospital Supply Co. 


Pittsburgh, Pa. 
Brooklyn, N. Y. 
Erie, Pa. 

Elkhart, Ind. 
Rochester, N. Y. 
Chicago, Illinois 
Lancaster, Pa. 
New York, N. Y. 
Danbury, Conn. 
Bridgeport, Conn. 
Chicago, Illinois 
Rutherford, N. J. 
New York, N. Y. 
Weehawken, N. J. 
New York, N. Y. 
New York City 
Milton, Wisconsin 
Chicago, Illinois 
Charlotte, N. C. 
Ludington, Mich. 
Rochester, N. Y. 
Dunedin, Florida 
Chicago, Illinois 
Chicago, Illinois 
New York City 
Jersey City, N. J. 
Boston, Mass. 
Elyria, Ohio 
Hartford, Conn. 
Brazil, Indiana 
Cleveland, Ohio 
Chicago, Illinois 
Chicago, Illinois 
Brooklyn, New York 
hicago, —_ 


J. A. Deknatel & Son, Inc. Queens Village, L.1.,N. Y. 


Denoyer-Geppert Company 
DePuy Manufacturing Company 
Doehler Metal Furniture Co. 
Dunlop Tire & Rubber Company 
Eichenlaub's 

Electric Hotpack Company 

J. H. Emerson Company 
Ethicon Suture Laboratories 


HOSPITAL IN 


Chicago, Illinois 
Warsaw, Indiana 
New York City 
Buffalo, N. Y. 
Pittsburgh, Pa. 
Philadelphia, Pa. 
Cambridge Mass. 


New Brunswick, N. J. 


Faraday Electric Corp. 
Faultless Caster Corporation 
Finnell System, Inc. 
Franklin Research Company 
General Cellulose Co., Inc. 
General Foods Sales Co. 
D. L. Gilbert Company 
Goodall Worsted Company 
Frank A. Hall & Son 
Hanovia Chemical Co. 
Hard Manufacturing Co. 
James G. Hardy & Co., Inc. 
Harold Surgical Corporation 
Hill-Rom Company 
Hillyard Company, The 
Hobart Manufacturing Co., The 
Hoffman-LaRoche, Inc. 
Horner Woolen Mills Co. 
Hospital Consultants, Inc. 
Hospital Equipment Corp. 
Hospital Management 
Hospital Topics and Buyer 
Huntington Laboratories, Inc. 
Inland Bed Company 
Insinger Machine Co., The 
Institutions Magazine 
International Nickel Co., Inc. 
Jamison Semple Co. 
Jarvis and Jarvis, Inc. 
Johnson and Johnson 
H. L. Judd Company, Inc. 
Kent Company, Inc., The 
Kenwood Mills 
Kewaunee Mfg. Co. 
Samuel Lewis Company 
Lily-Tulip Cup Corp. 
Liquid Carbonic Corp. 
(Medical Gas Division) 
Macalaster, Bicknell Co. 
Marvin-Neitzel Corporation 
Meinecke & Co., Inc 
Mennen Company, The 
Merriam Company, The 
Midland Laboratories 
Miller Rubber Sundries Div. 
(B. F. Goodrich Co.) 
Mills Hospital Supply Co. 


Modern Hospital Publishing Co. 


C. V. Mosby Co., The 
V. Mueller & Company 


Boston, Mass. 
Evansville, Indiana 
Elkhart, Indiana 
Philadelphia, Pa. 
Garwood, N. §. 
New York City 
Columbus, Ohio 
New York City 
New York City 
Newark, New Jersey 
Buffalo, N. Y. 
New York City 
New York City 
Batesville, Indiana 
St. Joseph, Missouri 
Troy, Ohio 
Nutley, N. J. 
Eaton Rapids, Mich. 
Chicago, Ill. 
New York City 
New York, N. Y. 
Chicago, Illinois 
Huntington, Indiana 
Chicago, Illinois 
Philadelphia, Pa. 
Chicago, Illinois 
New York, N. 
New York, N. Y. 
Palmer, Mass. 


New Brunswick, New Jersey 


New York City 
Rome, New York 
Albany, New York 
Adrian, Mich. 
New York City 
New York, N. Y. 
Chicago, Illinois 


Cambridge, Mass. 
Troy, New York 
New York City 
Newark, New Jersey 
Washington, D. C. 
Dubuque, lowa 


Akron, Ohio 
Chicago, Illinois 
Chicago, Illinois 

St. Louis, Mo. 
Chicago, Illinois 





New York, N. Y. 
Cleveland, O. 
Chicago, Illinois 
Chicago, Illinois 
Willard, Ohio 
Chicago, Illinois 
Massillon, Ohio 
Philadelphia, Pa. 
Rochester, N 
Milwaukee, Wisconsin 
Chicago, Illinois 
Chicago, Illinois 
St. Mary’s, Ohio 
New York City 
New York City 
Columbus, Ohio 
Indianapolis, Indiana 
New Haven, Conn. 
Chicago, Illinois 
Chicago, Illinois 
St. Louis, Mo. 
Chicago, Illinois 
Long Island City, New York 
Milwaukee, Wis. 
Charlotte, N. C. 
Holland, Michigan 
Cleveland, Ohio 
Springfield, Mass. 
New York City 
Toledo, Ohio 
Fort Worth, Texas 
Jacksonville, Fla. 
New York City 


A. R. Nelson Co., Inc. 
Ohio Chemical and Mfg. Co. 
Oxygen Service & Equipment Co. 
Physicians’ Record Company 
Pioneer Rubber Company, The 
Puritan Compressed Gas Corp. 
Republic Steel Corporation 
Rhoads and Company 
Ritter Company, Inc. 
Will Ross, Inc. 
Leon S. Rundle & Son 
Safety Gas Machine Co., Inc. 
St. Mary's Woolen Mfg. Co. 
Schenley Laboratories, Inc. 
Schering and Glatz, Inc. 
. Schoedinger 
Schwartz Sectional System 
Seamless Rubber Co., The 
Ad. Seidel and Sons 
John Sexton and Company 
Shampaine Company 
Simmons Company 
. Sklar Mfg. Co. 
Snowhite Garment Mfg. Co. 
Southern Hospitals Magazine 
Spring-Air Mattress Company 
Standard Apparel Company 
Standard Electric Time Company 
Stanley Supply Company 
Swartzbaugh Mfg. Co. 
Terrell Supply Company 
Byron Thompson & Company, Inc. 
Thorner Brothers 
Troy Laundry Machinery Division : 
(American Machine & Metals, Inc.) East Moline, lll. 
Linde Air Products, Unit of 
Union Carbide & Carbon Co. New York, N. Y. 
United States Gutta Percha Paint Co. Providence, R. I. 
. S. Hoffman Machinery Corp. New York City 
John Van Range Co., The Cincinnati, Ohio 
(Division Edwards Mfg. Co.) 
Vestal Chemical Laboratories, Inc. St. Louis, Mo. 
Vollrath Company, The Sheboygan, Wisconsin 
Edward Weck & Company rooklyn, N. Y. 
Westinghouse Electric Corp. Baltimore, Md. 
D. Williams and Company Philadelphia, Pa. 
Williams Pivot Sash Company Cleveland, Ohio 
Wilson Rubber Company Canton, Ohio 
Wyandotte Chemicals Corp. Wyandotte, Mich. 
. Ford Division) 
Zimmer Manufacturing Company 








Warsaw, Indiana 


DUSTRIES 


Sponsors ot Known Brands 


HOSPITALS 





